MARYLAND STATE DEPARTMENT OF HEALTH 
3 6 8 a a DIVISION OF VITAL RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


= 


—. CERTIFICATE OF DEATH iU840 

< 

3 f=) |, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 

a 0, COUNTY 0. STATE b. COUNTY J 

= — > Carroll MARYLAND Maryland Y ie 

ee oS b. CITY OR TOWN (If outside corporote limits, c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN {If outside corporote limits, write RURAL ond give necrest fown) 

a se write RURAL ond give nearest town) 9 

S) eee Sykesville 8yrs.9mos.lidfs. Bladensburg (?) (Sr 

= ef 4, NAME OF HOSPITAL OR INSTITUTION {If not in hospitol, give street oddress) d. STREET ADDRESS = B RBIDENE 

x Be: Springfield State Hospital 8909 Old Bladensburg Rad. ves CJ No. 

=e See 

= 2a. 3. NAME OF First Middle lost 4. DATE Month Doy Year 

= £ sk ECEASED OF 

oe io, ‘Type or print) JOHN COOK ALLEN DEATH AUGUST 1 9 6 

£ nN S. SEX 6 COLOR OR RACE | 7. MARRIED [] NEVER MARRIED {C) | 8. DATE OF BIRTH 9. AoE Lee JEUNDER | YEAR TFUNDER 24 oR 

BF. 3 lost birthdo fonths | Doys in, 
$ Se> Male White wioowe [JSep .divorceo 1] 3-14-08 5g ys eeende | oe : 
2 

Se 100. USUAL OCCUPATION (Gve kind of work done Tob. KIND OF BUSINESS OR 11. BIRTHPLACE (County & Stote, or foreign a7 12. CITIZEN OF WHAT 

2 Secs during most of working lite, even if retired) INDUSTRY COUNTRY? 

£ 885 arpente North Carolina A 

2 ges 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

5 ss3 George A. Allen Unk. 

ee § TS. WAS DECEASED EVER IN U.S. ARMED FORCES? T6. SOCIAL SECURITY NO. 17, INFORMANT ‘Address 

> Lae ‘es, no, or unknown) |(If yes give wor or dotes of service! 

a ES 3 : 

3 Bes No 78-05-0401 | Records, Springfield State H 

2 z eS 1B. CAUSE OF DEATH (Enter only one couse per line for {o), (b), ond (c).) ey ae 

~ £5 PART |, DEATH WAS CAUSED BY: A 

pers a / IMMEDIATE CAUSE (0) Carcinoma of colon - splenic fl: 

7 ee DUE TO 

Ft oa 3 Conditions, if ony, which gove ) 

26.955 rise to immediate couse (0), 

2 = fi oa = stoting the underlying couse BUELIO 

35 825 last . = @ 

= ao eg —— 

af = 33h = | PART IL OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART i(0) 19. WAS AUTOPSY 

=eSofgs S| Schizophrenic reaction, paranoid type ws [J 

35276 S 

Zs is2 | 200, ACCIDENT WAS UNDERLYING LI 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port { or Port Il of item 1B.) 

v= eSs & | OR CONTRIBUTING L] CAUSE OF DEATH 

ae 5S2 S | {IF EITHER, NOTIFY MEDICAL EXAMINER) 

= ee S | 20c. TIME OF INJURY Month, Doy, Yeor 20d. INJURY OCCURRED 20e, PLACE OF INJURY (Rome, form, | 20f. {City or town) {County) {Stote) 

ae2eao Fr Hour “o.m, while Not While foctory, street, office bldg,, etc.) 

2 its Se 2 53 p.m. ” ot work L] “ot work Oo 

a5 =o 2 21. I certify that (I) (this haspital) attended the deceased fram_lO=31=58 _, 19 , 19__, that (1) (we) las' 

22g ze i 8 19 , and that death accurred at 8r50 ye m causes meat an the date stated abave 

Eess 

=S5n$ / ATTENDING ED. STAFF Ul 

we OF 4 ( MD. PHYS. (1 pirecror C1 pas. = oe 

SSB 28 

2 pa 2c. PHYSICIAN'S nad aDpRess” - Springfie OSpl 

ee = = By NAME(Type) Octavio A. Ruiz, M& D. Sykesville piMaryland 

35 = 83 " Tio. BURIAL CREMATION 230, DATE THEREOF 73c. NAME OF CEMETERY_DR CRE opis Be (Git fate (County) V, (Stote) 
Fed R sti - S 

et oee Bong” 17> OL bili date ia Cfove A. 

ee. 24. FUNBRAL DIRECTOR : y _ poDRESS 250. RECD BY rove 2h steR, SIGNATUR 


Bs 
=* 
wa 
& 


7 UY 


FOR STATE 
' 
HEALTH-QEP 
~ £ 
> 3 
Bk 3 
oe 
=—-E& Be 
=Z5 9806 
B= es 
Sset/s 
3 oF = 
SZ? VS 
ees 
Sao oe 
ces 
228 
st pais 
a 


TO DEPUTY 2. EXAMINER: This certificate should be executed withi 


the funeral directar. Page 4 shauld be forwarded ta the Chief Medical Examiner’ 
Health ar its designated agent, prior ta burial, cremation, ar remaval, and in any event 


5 may be retained far your files. 
TO FUNERAL DIRECTOR: Page 3 shauld be used as a burial-transit permit. File pages }and2 with 


necessary, please execute the certificate, writing the ward “pending” in pet 


< 
x 
a 
=a 
Ba 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division. of, E,STATISTICAL RESEARCH siya RECORDS, Sse W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


10242 MEDICAL EXAMINER'S CERTIFICATE OF DEATH LU844 
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 
0. COUNTY 0, STATE b. COUNTY 
Carroll MARYLAND Maryland Carroll 
b. CY OR TOWN (If outside corporate limits, © LENGTH DF STAY IN 1b © CITY OR TOWN (If outside corporate limits, write RURAL and give neorest tawn) 
write RURAL and give nearest town! 50 / 
Westminster RD yrs Westminster RD #5 OC aa 
d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street address) d. STREET ADDRESS @ BE RESIDENG G 
ves L] no f€] 
3 AME OF First Middle Lost 4. DATE Month Doy Year 
F 
{Type or print) {YY fzTs Le +L, E DEATH F - 3-47 
5. SEX 6. COLOR Al RACE | 7, MARRIE a NEVER MARRIED [CX] 8. OATE OF BIRTH % AGE (In years un ea nA TNOER 24 ARS, 
d it 
male white wiDoweD oworceo C]|APFAl 17, 1888} Jy ray) | Months | doys | Hous fin 


during rar seas g 


100. USUAL SECUPANO Gre End of work done te KIND =F BUSINESS OR 
r 


VT. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT 


*"WedFord G: Carroll county we 


INDUSTRY 
cery Co. 


13. FATHER'S NAME 


14. MOTHER'S MAIDEN NAME 


Jesse Baile Louise Englar 


|S. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. 17, INFORMANT Address 


(Yes, no, or unknown) |{If yes give wor or dotes of service] 
ie {IF yes give 


P18- ahe1859A |Sterling R. Baile New Windsor, Md. 


MEDICAL CERTIFICATION 


230. BURIAL, CRE 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0) 


y DUE TD 
Conditions, if ony, which gove (b) 
tise to immediote couse (a), 
stoting the underlying couse MeO 
lost. () 
PART II, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{0} 19. Hues AUIS 

ves [_] NO 
200, EXTERNAL CAUSE WAS ‘2b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I os Port Il of item 18.} 
PRIMARY [J] or CONTRIBUTING O 
CAUSE OF DEATH. 
20c. TIME OF INJURY Month, Doy, Yeor 20d. INJURY OCCURRED 2%e. PLACE OF INJURY (Home, form, 20f. (City or town) (County) (Stote) 
Hour om. While Not ihile foctory, street, office bldg., etc.) 
pm. 9 otwork LJ “otwark 


. Veertify that | taak charge of the remging sa obove, held an Autapsy [_], Inspection x. Inquiry (_], and in my opinion 
‘ Te Suicide [[], Homicide ([], Undetermined manner [_] 


CHIEF MEDICAL EXAMINER {7] 


stenature C427 ASSISTANT MEDICAL EXAMINER C] ¢ yrs SIGNED 
EXAMINER'S DEPUTY MEDICAL EXAMINER 7 


NAME (Type) 


ATION, 23b. DATE THEREO 23c. NAME OF CEMETERY OR CREMATORY 23d. = OCATION (aity or Town) 
piteeAy pec) 8/5/67 Meadow Branch Cemetery | Westminster RD Ma 


24. ANSNERAL DIRECTOR ADDRESS 2S0. RECD BY REGISTRAR ‘2Sb. REGISTRAR'S SIGNATURE . 
C3. g ~ a “, } es: 
Zr PON, fhe 4 hs Pad FMA, 2A gf OME A y_ f__ hf (iter {By = 
rr 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


21. | certify thot (1) (this hospitol) attended the deceased from_@ sé. 9.6, G2 og 1, _, 1962 , thot (I) (we) last 
saw the deceased alive an. va 19.62, and that death accurred at = M, fram causes and an the date stated above. 


Tio. SIGNATURE Hib. DATE SIGNED 
ATTENDING STAFF 
S. Ho. pa Ca Hetcror Oops OO] Y, 22/5 
Ti PHYSICIAN'S : | 72d. RODRESS = 


i 


“ 
4 | 28842 CERTIFICATE: OF DEATH 10842 
———— —— 
Ss FF \ T. PLACE OF DEATH 7 USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 7 
3 \ 0. COUNTY 11 0. STATE |. b. COUNTY 
& : arro MARYLAND Merylend Bltimore 
= age Bay ep ue Outside corporote jini © LENGTH OF STAY IN Tb CCI OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
Eg aii eels st town + 
2 pad wes tH TAsver a Upper co 
aes yes ays i g 
& a oS 4, NAME OF HOSPITAL OR INSTITUTION (If not in Rospitol, give street oddress) ¢. STREET ADDRESS © BRED 
on 
S Bgel Carroll County General Hospital Old Hanover Rd. ves [] No KC] 
€ ds = 3. NAME OF First Middle Lost 4. DaTE Month Doy Year 
2 Sse (Type or print) ALBERT MARSHALL BLEAKLEY DEATH Au 
2 Be [sx 6. COLOR OR RACE [”7. MARRIED [RX] NEVER MARRIED [_]] 8. DATE OF BIRTH AGE a 
ry Irthdoy 
2 (op> Male | White wiowen [] ovorceo FJ] 12/1/26 ope u 
- 
&, 27 Wo uel [Give kind of work done 106. KIND OF BUSINESS OR 7. BIRTHPLACE (County & Stote, or foreign ay 12, CTIZEN OF WHAT 
2 = 19st of marking etirs INDUSTR OUNTRY? 
2 §82 RMOST Me weay reiklin Jr.Hiehm  Rockdele, Md. GS hs 
= i 
Zz ge . om NAME 14. MOTHER'S MAIDEN NAME 
43 aS5 Albert Bleekley Helen Jones 
2 te 
« £ 8 TS, WAS DECEASED EVER INU.S. ARMED FORCES? TG. SOCIAL SECURITY NO. | 17. INFORMANT Ae Pal 
>. Bes (Yes, gp, or unknown) [{If yes give wor or dotes of service! enover 
2 BEE Peg WW TT, Korea|clS-22-2715] Mrs Mery L. Bleskley,Upperco, Md. 
2 oc2 18. CAUSE OF DEATH (Enter only one couse per line for (0), (b), ond (c).) INTERVAL BETWEEN 
pane ie PART |. DEATH WAS sO asi) ONSET AND DEATH 
5 & IMMEDI (0 
£e7 52 ae i \ 
FA -. t x DUE To ¢ 
‘ 3 3 z Conditions, if ony, which gove (b) 
BE 255 tise to immediote couse (0), 
= = 5 stoting the underlying couse DUE TO 
S £t lost. a eo (9 
s 5 = 
3 a | PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o) 19 WAS AUTOPSY 
= gs = Y ° ‘ 
ss2 25 /i5 preter esitel-aiho Nl 
i) = & | 200. ACCIDENT WAS UNDERLYING a Ob. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Port Il of item 1B.) 
ss & | OR CONTRIBUTING CICAUSE OF DEATH 
Bs & | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
go S Tm TINE OF JURY Month, Doy, Yeor 70d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) Grote) 
we 2 Hour o.m. While Not While foctory, street, office bldg., etc.) 
ae = p.m, 19 otwork LJ otwork (1 
SF 
Deo 
se 
= 
no 
os 
= 


Page 4 may be retained by the haspital or attending physician. 


TO FUNERAL DIRECTOR: After this certificate has been si 


TO HOSPITAL OR ATTENDING PHYSICIAN 


ae maNEitye) J Obta/ SS. Ae, ee eae = Cre eee 
a 230. BURIAL, CREMATION, 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City or Town) (County) (Stote) 
$4 sR Gog) 8/30/67 {Druid Ridge Cemetery | Pikesville, M 


85 
z 


\ 24. FUNER DIRECTOR ADDRESS 250. AUG TR 2b. a mie’ 7 
; ; J 
say Se = Owings Mills, Md. oaA p30 Be 


s that the death certificate be executed within 24 haurs after death. 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


The law requi 


Page 4 may be retained by the haspital or attending physician. 


VR 


d 2 


papers. Pages | 


carban 
rematian, ar remaval, and in any event, within 72 haurs after ge 


transit permit. Then please’ 


After this certificate has been signed by the attending physician and completely filled in by the funeral 


should be fled with the State Dept. af Health priar ta buri 


director, page 3 shauld be detached far use as the burial- 


TO FUNERAL DIRECTOR 


‘25M 1/67 


MEDICAL CERTIFICATION 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF VITAL RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


1243 2ORF 
16843 CERTIFICATE OF DEATH 20843 
|. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, if institution: Residence before ey 
0. COUNTY 0. STATE b. COUNTY 
Carroll MARYLAND Md. ‘ J 
B. CITY OR TOWN (If outside corporate limits, © LENGTH OF STAY IN Ib T CITY OR TOWN (If side corporate Tris, write RURAL and give nearest iowa) 
write RURAL gnd give neorest_tawn) 6 2 
Sykesville T1038, 3dys Baltimore 2, 
d. NAME OF HOSPITAL OR INSTITUTION (If nat in haspitol, give street oddress) a. STREET ADDRESS @. ar RESIDENCE 
fie] 2 1122 Riverside Ave, ? YES ‘at cae 
3, NAME OF First Middle lost 4. DATE Month Doy ‘Year 
DECEASED OF 
Type oF print) Clifton peatH August 12 96) 
5. SEX 6 COLOR OR RACE | 7. MARRIED [3q NEVER MARRIED [-]] B. DATE OF BIRTH 


9. AGE h years IFUNDER | YEAR_| IF UNDER 24 HRS. 
irthdoy) | Months | Doys | Hours ] Min. 


Male White 


oh 


wipowen (1) vivorceD []| November~17-02 


Oo. USUAL OCCUPATION ay kind of work done 1Db. KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, or foreign country) 12. CITIZEN OF WHAT 
during most of “Tab fe, even if retired) INDUSTRY Peery 
orer Maryland oA. 
13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
Michael Brannan Eva Harve: 
TS. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. | 17, INFORMANT ‘Address 
(Yes, na, or unknown) {If yes give wor or dates of service)} a « * a 
No 220-05-9624 Springfield State Hoarital Records 


1B. CAUSE OF DEATH (Enter only ane couse per line for (0), (b), and (c).) 
PART |. DEATH WAS CAUSED BY: S04 
IMMEDIATE CAUSE (0) FP Ulmonary insufficiency 


a BETWEEN 
QNSET 


10 DUE TO 
Conditions, if any, which gave (b) Emphys ema, 
rise to immediote couse (0), DUE TO 
stoting the underlying couse F . 
iin aM. oe «_Advanced bilateral pulmonary tuberculosis Months 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ifo) 19, WAS AUTOPSY 
yes [] 
‘200. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
OR CONTRIBUTING C1 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
Wc. TIME OF INJURY ‘Month, Doy, Yeor 20d INJURY OCCURRED 2c. PLACE OF INJURY (Home, form, | 20%. (City or town) (County} (State) 
Hour “o.m. While Not While foctory, street, office bldg., etc.) 
pm. 19 ators ctwork CD 
21. I certify thot (I) (this hospital) attended the deceased from_2-9=6 erro '9 B~12-67 , 19__, that (1) (we) los 
sow the deceosed alive on__ 12-67 19 , and that deoth occurred at 2:10 tom causes and | an the date stated abave 


ATTENDING MED. STAFE 22b. DATE SIGNED 

YS C1 pirtctor CO Pais 8-1h-67 
Zé ORES Springfield State Hospital 
Sykesville, Maryland 


i ‘ Feta f 
PHYSICIAN'S 


NAME (Type) Antonius Glahn, 


D. 


Bo. ate AL, CREMATION, 3b. DATE JHEREOF 23c,_ NAME OF CEMETERYADR AREMATORY Bide JOCATION Ay ot ie iy, (Siptg) 


AL(Speciiy) 7/7. (eh 


aN Wi ah ZL (SO E. Ia Wye. wel ree promt ! 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


1GLk4 CERTIFICATE OF DEATH 40844 


By c 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, if institution: Residence before admission) 

soy 9. COUN, Z 0. STAT b. COUNTY 

7s MARYLAND, fia AAT hag CL4EL 

Zz 3 b. CITY OR TOWN (If outside corporate limits, «. LENGTH OF STAY IN Ib QWN (If autsidg£orparate fits, write RURAL and give nearest tawn, 

Fou write RURAL and give neorest town) > 0 , / 

Bw 3 Lh ALLY (ti PUIG —_s iva ABDZAPZIZEL ci tf 

285 i d. SiREET ADD RAS: @. 1S RESID 

see oh 

235. d f A Z LL M#ALLIIA ves [Eno 4] 
s = 3. NAME OF First Middle Lost 4. DATE Month Doy Year 
a 


DECEASED 
RM  APMES “OM, STER. OF EAP S dist 


2.1 certify that (1) (this haspital) gttended the deceased fram LD LAy __ ta_¢ i. that (I) (96 Hos1 
saw the deceased alive an 19____, and that death accurred at 7249) fram causes and dn the date stated abave 


Zo. SIGNATURE 


22b. DATE SJGNED 


ATTENDING €. STAFF 
PHYS. oinector LC) pws. O 
2d. ADDRESS 


< 
2 
s 
& 
S 
e 
=) 
3 
= 
= 
a 
< 
= 
= 4 
a=] i= 
= aS 6. COLOR OR RACE | 7. MARRIED VER MARRIED DATE OF BIRTH 9. AGE (In years 
= Eto QO pad 1G. Ipst hy 
g S35 2, Lbhey winowe> [] pivorct [J -2/ Of a Lt 
3 se | 10a. USUAL © CUPATION (Give kind of work done 10b. KIND OF BUSINESS OR u. EIRTHPERCE LOL or foreign aa 12. CITIZEN OF WHAT 
2 e2%@s duriglfh ost of working |x, eveyl if retired) ANDUSTR' OUNTRY 2. 
2 S22 yp. . 
2 885 page Lh Tite - Mhad LY AH 7/4 
=z Se3 “B MAIDEN he o 
& ass 
ce = 5 Addres: 
S Bes = Littell G Yd 
73 = 3 = Tove: 3 WE Mh IAL) EY die 
= ot: 18. CAUSE OF DEATH (Enter only one couse per line for (a), (b), ond (c).) 3 INTERVAL BETWEEN 
— £32 PART |, DEATH WAS CAUSED BY: ae 4 ¢ za Le Le | ONSTAND DEATH 
£ec>5o IMMEDIATE CAUSE (0) Nw] 1: %: 
Zig ee t DUE TO ma Teena 
£3 2¢9 Conditions, if ony, which gave (b) 
seh 222 tise to immediate cause (a), DUE TO 
& o stoting the underlying couse 
35 825 DORs SA WES 
= sy = | PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0) 19. WAS AUTOPSY. 
a = 3 a PERFORMED? 
z, = 5 ys] no (J 
= = | 200. ACCIDENT WAS UNDERLYING [J 0b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port Il of item 18.) 
s & | OR CONTRIBUTING LI CAUSE OF DEATH 
s & | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
> 3S [20c. TIME OF INJURY Month, Doy, Year 20d. INJURY OCCURRED 2e. PLACE OF INJURY (Home, farm, | 20f. (City oF town) (County) (Grate) 
= I Hour a.m. While Not While factory, street, office bldg, etc.) 
2 at work ot wark - 
a 
@ 
= 
oe 
3 
ss 
S 


MOD. 


i 


fi 


— 


. PHYSICIAN'S 
NAME (Type) 


730. BURIAL, CREMATION, . pall THEREQ 5 NAME OF CEMETERY ye EMATORY E LOCATION (City or Town) (County) (Stote) 
JAMO (Spettty) 2 p47, 
Aza ed EL 27 ttid Lh baflifatg. WAL 


sat DIRECTOR 250. ae ee * 14 ye REGIIRALT SIGNIN URE oe ’ 
{} Uf a 
9D, LOUMELEHMAEE_ DATE E 


directar, page 3 shauld be detached far use os the buriol 


Page 4 may be retained by the hospital ar attending physician. 
hauld be 


TO HOSPITAL OR ATTENDING PHYSICIAN: 
TO FUNERAL DIRECTOR: After this certificote has been si 


8s 
> 
a 
= 


Ms 


& 


FOR STATE 


wobec HEALT 


TO DEPUTY 2. EXAMINER: This certificate should be executed within 24 haurs after death @.., i 


necessary, pleose execute the certificate, writing the word “pending” in pencil in Item 18. Give Poges 1, 2, and 3 t 


the funerol director. Page 4 should be forwarded ta the Chief Medical Examiner's Office olong with form PM3. 


5 may be retained for your files. 
TO FUNERAL DIRECTOR: Poge 3 should be used os 0 buriol-tronsit permit. File poges Jond2 with the State Deportm 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


19245 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 20645 
. 1, PLACE ve DEATH 2 ae RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 
. COUNTY . . 
° ONT GARROLL meno || °o*" MARYLAND » CNY CARROLL 


is b. CITY OR TOWN (If qutside he ae c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If autside carparate limits, write RURAL and give nearest tawn) 
i earest town’ 
a | WESTHiNgtie 40 yrs WESTMINSTER ONCE 
2 d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street oddress} d. STREET ADDRESS e. ONE Re 
2 O(|_LONGWELL AVENUE 59 UNION STREET yes (] no &] 
ay 3 NAME OF First Middle Lost © OME Month Doy Year 
& F 
e Type or print) KG (on SS E Lil. OW, DEATH —~ Zr 4 7 
= 5. SEX 7, COLOR YZ RACE] 7. MARRIE NEVER MARRIED [_] ATE OF BIRTH 9. KE fh ry TEUNDER 1 YEAR| IF UNDER 2a as 
2 st birthdo ik 
= male colored | wioowe Es oor [| Jan. 16, 1909 58 ei . 
ey 
2: 100. USUAL cong (Gwe ne rok done 1b. KIND OF BUSINESS OR 11. BIRTHPLACE (Stote or foreign country) 12. CUZEN OF WHAT 
during restohwat ing lite, even if retire INDUSTRY INTRY ? 
an St. Armory ad Carroll County eS eA. 
B. aust ne 14. MOTHER'S MAIDEN NAME 
Joshua W. Brown Effie Hill 
i WASDECEASED crt IN US ARMED FORCES? i 16. SOCIAL SECURITY NO. 17, INFORMANT Address 
es, NO, oF Unknown Wit wor or dates of service! 
yes {" Ware 220 -0/-70SS Mrs. Margaret Jones Brown (same) 
18. CAUSE OF DEATH (Enter only one couse per line §6r Yo), (b), and (¢).) ey BETWEEN 
PART 1. DEATH WAS CAUSED BY: t 4 


IMMEDIATE CAUSE (0) 


Conditions i ony, which gove ) 
tise ta immediate cause (a), 
stoting the underlying couse 
Kaye a @ 


PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o} 


19. WAS AUTOPSY 
PERFORMED? 


ves] No 


PRIMARY C1] or CONTRIBUTING CL) 
CAUSE OF DEATH. 
20c. Dats OF tNJURY Month, Day, Yeor 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, 20f. (City or town) (County) (Stote) 
Hour a.m. While Not While factary, street, affice bldg., etc.) 
ot work O ot work oO 


200. EXTERNAL CAUSE WAS | ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 


MEDICAL CERTIFICATION 


at cenlify that | taak charge @ieUescribed abave, held an Autapsy [_], Inspectian Px, Inquiry [_], and in my apinian 
deoth resulted from: (J, Suicide [J], Homicide (J, Undetermined manner (_] 
/ CHIEF MEDICAL EXAMINER [] 
oe aa ASSISTANT mepicat examiner (] ey 
5 || examtner’s RUT MEDICAL Examiner, PX cy 7, 
>| | NAME (Type) FHS (5168, o 


23c. NAME OF CEMETERY OR CREMATORY 


Western Chapel 
ADDRESS 


Bd. LOCATION (City or Town) (County) 


Westminster RD de. 
750. RECD BY REGISTRAR 25b. REGISTRAR'S SIGNATURE 


DATE 


230. BURIAL, CREMATION, 23b. DATE THEREOF 


muisy [8/4/67 


RLUNERALDIRECTOR 
eH oe 
a 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requi 


MARYLAND STATE DEPARTMENT OF HEALTH 
Djvision of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


=I 


IPQ: 
PL. 108%% CERTIFICATE OF DEATH 10886 
= s 
=] e2s5 |. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 
= £92 0. COUNTY o. STATE b. COUNTY V 
5 SB Carroll Sykesville MARYLAND Maryland Washington 
S 2385 B. CITY OR TOWN (if outside corporote limits, c TENGTA OF STAY IN Tb © CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest town) 
wo sey write RURAL ond give neorest town) Uy days Ha 
§ Bea Sykesville y' gerstown, fags 
=e d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street oddress) d. STREET ADDRESS ©. 15 RESIDENCE 
= PRN : . ON A FARH?, 
xy ? 

S Bez) 4 Springfield State Hospital N, Prospect St. ves L] no [X} 
=e a NANG OF First Middle Lost 4. BARE Month Doy Year 
ba (Type or print) Morris Aftthuz Burger peatH August 2 196 
2 
= Fes BASEN, 6 COLOR OR RACE | 7. MARRIED [] NEVER MARRIED 8. DATE OF BIRTH Baie ner TFUNDER YEAR] IF UNDER 24 ARS. 

2 st Pigthdo Min. 
eS M WwW wiowen [] pworceo F]] — 1On2 797 S69 ys. 
3 5® = To, USUAL OCCUPATION (Give kind Sea Tb. KIND OF BUSINESS OR TT. BIRTHPLACE (County & Stote, or foreign country) V2 CITIZEN OF WHAT 

oy luring mast of working life, evenyif retire USTRY ? 
2 888 Unemployed None Washington County, Md 
2 ges 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
=e Scop * 
5) e26 Jake Burger Mary Winters 
2aee 2° ti Was UES EN US. ARMED FORGES? | % 17. INFORMANT 212 aes D 
oS ae ‘es, No, or unknown: yes give wor or dotes of service} vergreen Ur 
3 gE: No 19~5#=23239 | Mr. John Burger poo eeesee ma 
E = 1B. CAUSE OF DEATH (Enter only one couse per line for (0), (b), ond (c).) . INTERVAL BETWEEN 
= PART I. DEATH WAS CAUSED BY: Lv oD, ONSET AND DEATH 
a] IMMEDIATE CAUSE (0) Bidet. Ze 
oa + DUETO if 

Conditions, if ony, which gove (b) aD wee, Se a ee 


rise to immediote couse (9), 
stoting the underlying couse DUE TO 


aes = ee ee Lewes dabei pded 


PART {I OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT “NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0) 


19. WAS AUTOPSY: 


»|s PERFORMED? 

A |e yes L} no 
= | 200, ACCIDENT WAS UNDERLYING CI 205. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
& | OR CONTRIBUTING LI CAUSE OF DEATH 
S | (IFEITHER, NOTIFY MEDICAL EXAMINER) 
S [20c. TIME OF INJURY Month, Doy, Yeor 20d. INJURY OCCURRED ‘Woe. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Store) 
s Hour o.m. While Oo Not While Oo foctory, street, office bldg., etc.) 


p.m. ot work ot work 


21. | certify that (I) (this haspital) attended the deceased fram. peg bieZ,to__6 > 2- , 19_b7, that (I) (we) last 
le ee aes 


After this certificate has been signed by the 


directar, page 3 shauld be detached far use as the burial-transit 


Page 4 may be retained by the haspital or attending physician. 
shauld be filed with the State Dept. of Health priar ta burial, crematian, 


& saw the decegsed alive an. 19 and that death occurred at4#. 35M, from causes and an the date stated abave. 
5 Zo. SIGNATURE Af + 2b. DATE SIGNED 
ATTENDING MED. STAFF 
E LIDL L.4. Lacon mo. pyys.  C1_oirecton CO pas. KI]  8e2e67 
ope Te. PHYSICIAN; Zid, ADDRESS 
z } MANNE Jose I, Alsir Springfield State Hoppital 
& 
EA Bo. vol Te 7b. DATE THEREOF 23. NAME OF CEMETERY OR CREMATORY Td. LOCATION (City or Town) (County) (Stote) 
nu IAL Sped 
a Buried” 8u5-67_ /) | Rest Haven Cemetery Hagerstown Wash, Maryland 
‘J Q | Fal pia ADBRESS Bo. ra ry RECITAL 2. REGISTRAR'S SIGNATURE 
VR ATS (4 ‘4 R " : 
30M 18e ‘ Ma | pate 3 | ‘erthy | A ; 


FOR STATE 


HEALTH DEPT. 


y delay is 


This certificote should be executed within 24 hours after death. If 


TO DEPUTY AJ EXAMINER 


s 1, 2, and 3 to 
‘orm PM3. Poge 

Stote Dep reo 
Urs a 


Page: 
a 


f 


ho 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


210847 "MEDICAL EXAMINER'S CERTIFICATE OF DEATH 210847 


2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before admission) 


|. PLACE OF DEATH 


0. COUNTY 0. STATE b COUNTY = —— 
Carrel] MARYLAND i i 
b. CITY OR TOWN (If autside corporate limits, LENGTH OF STAY IN 1b « CITY OR TOWN (If outside carporote limits, write RURAL ond give nearest tawn) 
write RURAL and give nearest town) ¥ 
Rural--Sykesville 9 days of 


d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street oddress) d, STREET ADDRESS Ts RESIDENCE 
ON _A FARM?. 


Springfield State Hospital, Sykesville, Md. ves LJ NO 
2; NANEIOE First Middle Lost ii DATE Month Doy Year 
‘rin Pe August 10 19 67 


(Type or print) Virgil A. Calvin 


5. SEX 6 COLOR OR RACE | 7. MARRIED [-] NEVER MARRIED [] | B DATE OF BIRTH 7 AGE fin yeors | IFUNDER 1 YEAR | IF UNDER 24 HRS. 
last birthday) | Months Min. 
Male Negro woowes F) Unk groren F}] 2-10-14 cS aad! 
100. USUAL OCCUPATION {Give kind of work done 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT 
during most of working life, even if retired) INDUSTRY e a COUNTRY ? 
nknown Virginia USA 


73, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Mary V. (last name unknown) 


17. INFORMANT Address 


Springfield Hospital Records, Sykesville, Md. 


INTERVAL BETWEEN 
ONSET AND DEATH 


unknown 
18. WAS DECEASED EVER IN U.S, ARMED FORCES? 16, SOCIAL SECURITY NO. 
(Yes, no, of unknown) E yes give war or dates of service’ 
nknown unknown 


1B. SAUSE oF pea (Enter onl yao couse per line for (0), (b), ond (¢).) 
"ART |. DEATH WAS S| Y: . a 
IMMEDIATE CAUSE (o) Bronchopneumonia & acute pericarditis due to 
X DUE 10 organism not determined 
Conditions, if ony, which gove ) 
tise 10 immediote couse (0), 


stoting the underlying couse DuEsTO. 
bs @ 
wz | PART IL OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o) 19 WAS AUTOPSY 
= ves No 
= | 200, EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item IB.) 
& | PRIMARY (1 or CONTRIBUTING C] 
S | CAUSE OF DEATH. 
S| 20c. TIME OF INJURY Month, Day, Yeor 20d. INJURY OCCURRED We. PLACE OF INJURY (Home, form, ] 20 (City or town) (County) (Stote) 
2 Hour o.m. While Not While foctory, street, office bldg., etc.) 
p.m. 9 ot work CI ot work oO 
21. | certify thot | took chorge of the remains described obove, held on Autopsy Inspection [_], Inquiry [-], ond in my opinion 
: ae re an , 
deoth resulted fro Notusa Lay dent (], Suicide [[], Homicide {ui} Undetermined monner [_] 
rn reg ' / HIEF MEDICAL EXAMINER [_] 
senators (A LL 2 ete Le Abe bk de *sistant mepicat examiner [7] 22 DATE SigpRY 


the funeral director. Page 4 should be forworded to the Chief Medical Examiner's Office along 
Heolth or its designoted agent, prior to buriol, cremotion, or removal, and in ony event within 


5 moy be retoined for your files. 
TO FUNERAL DIRECTOR: Poge 3 should be used os o buriol-tronsit permit. File pages land2 with 


necessary, pleose execute the certificote, writing the word ‘pending’ in pencil in item 18. Give 


VR AI5ME (5) 
6M 1/66 


i DEPUTY MEDICAL EXAMINER [XY 
EXAMINER'S 4 


230. BURIAL, CREMATION, 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY ‘Bd. LOCATION (City or Town) 
REN a) 8/12/67 Mt Calvary Cemetry A A County Md 


‘24. FUNERAL DIRECTOR ADDRESS 280. REC'D BY REGISTRAR Sb. REGI! R'S SIGHATUR! 
Adolphus Halstead 1206 W North ave one AUG 19 1967 povorbs 9 


ges | ond 
haurs after,death. 


s. Pa 


japer: 
in 72 


~ 
a 


ician and campletely filled in by the funegal 
ase remavertarba 


MARYLAND oTATE DEFARIMENT UF MEALIT 
4°" of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


4 
19845 CERTIFICATE OF DEATH 10848 


7. USUAL RESIDENCE (Where deceased lived, if institution: Residence befare admission) 


0. COUNTY a. STATE b. COUNTY ; 
Carroll. MARYLAND i V 
b. CITY OR TOWN {If autside carparote limits, c. LENGTH OF STAY IN 1b «CITY OR TOWN (If autside corporate limits, write RURAL and give nearest tawn) 
write RURAL and give nearest town} é Sie. 
Sukosvild 25 Baltimore 3 
d. NAME OF HOSPITAL OR INSTITUTION (If nat in haspital, give street address) d. STREET ADDRESS 8. ay 
Springfield State Hospital 721 S. Bond St. ves L] no BE] 
3 Batra First Middle Lost 4. pare Manth Day Year 
IF 
‘Type or print) LOUIS (NMN ) CLIERI DEATH AUGUST 1 9 67 
S. SEX 6. COLOR OR RACE 7. MARRIED [_] NEVER MARRIED Oo} 2 DATE OF BIRTH 9. AGE (In yes IF “EE IF UNDER 24 HRS. 
A t birthday Mant . 
Male White wioowen [] _ivorceo Fe] | 7-11-1887 doce |e Rag es nh 
100. Re on cig kind of work done 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, ar fareign country) 12. CITIZEN OF WHAT 
during most of ee life, even if the ce ysBY COUNTRY ? 
Tailor CHet.) Employed L 
Ta. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Angelo Cieri Unk. 


te WAS eae yey US. ARMED eS hea 16. SOCIAL SECURITY NO. 17. INFORMANT Address 
A Ink Nown, 8 War ¥ ice} % > : 
Te 777/77 P13-0L-6766 |Records, Springfield State Hospital 


transit permit. then ple 
, crematian, or removal, and in any/e 


N: The law requires that the death certificate be executed within 24 haurs after death. 


After this certificate has been signed by the attending ph 


ie 3 shauld be detached for use as the burial 


7B. CAUSE OF DEATH (Enter only one couse per line for (a), (b), ond (c)) INTERVAL BETWEEN 

PART 1. DEATH WAS CAUSED BY: ses AND DEATH 
©. IMMEDIATE CAUSE (0} ay 5. 

/ DUE TO Months or 

Conditions, if any, which gove (b) ear 

rise ta immediate couse {a}, 


onchopneumonia 


Carcinoma of left lung with metastases to kidneys 


stating the underlying cause DUE TO 
CAS an eee @ 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0) 19. SET 
ves KK] no () 


‘200. ACCIDENT WAS UNDERLYING C1] ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part II of item 18.) 
OR CONTRIBUTING 1] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Yeor 20d. INJURY OCCURRED ‘20e. PLACE OF INJURY (Hame, farm, 204. (City or tawn) (County) (Stote) 
Hour 9.m. While Not While factary, street, affice bldg., etc.) 
at work oO at work O 


21a Tait that (I) {ue aioe Weir gia attended the deceased from_27O=0 ral tayo en , 19__, that (I) (we) lost 
sw the deceosed oli _S-1-67 _19__, and that death accurred at. ; tom causes and on the date stated abave. 


v7 3 7b. DATESIGNED 

Aye Wy oy, AZ ATTENDING NED. STAKE 

i 6 Ve wo. pu” CD bieecror C) pis El] 8-1-67 

7c. PAYSICIANS Tad ADDRESS ri Teld State Hospita 
NAME(Type) Julian Radzykewycz, M. D. = wee 


MEDICAL CERTIFICATION 


, pa 
hauld be fied with the State Dept. of Health priar ta burial 


Page 4 may be retained by the haspital ar attending physician. 
directar, 


TO HOSPITAL OR ATTENDING PHYSI 


TO FUNERAL DIRECTOR: 


3s 
EP 
<a 

. 


230, BURIAL, CREMATION, 23b. DATE THEREOF 23. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City or a (County) (Stote) 
Red ad 
A len Burnie, Md. 


a. “FUNERA DIK ORES, =e O79 2b. REGISTRAR'S SIGNATURE 
slits n runeil t fawa, en Yummie, Mde | om 196. f#Lartig \ 


F ge 
 —— 


Poge 4 moy be retained by the hospitol or ottending physician. 


MARYLAND STATE DEPARTMENT OF HEALTH 


- director, pa 


1 2 ° 2 DIVISION OF VITAL RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 
t POE 
> = 845 CERTIFICATE OF DEATH LU549 
€ eS 
“fps 1. PLACE OF DEATH wre 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 
eee °. Gulp g 0, STATE b. COUNTY ALLO 
S ZL 
=| 33S © CITY OR we {If autside corporate limits, write RURAL and give nearest tawn] De. 
oe 
<3 Avé Sykesville, Md. 
aa d. STREET ADDRESS TS RESIDENC 
ae A ve ON A FARM? 
Zs Lh : YES Gg No CL] 
= Fd iH ic Lost 1 
as DECEASED , 8 
ae? (Type oF print Pres pid Co /e. E 
fee 6. COLOR OR ACE) | 7. MARRIED [—] NEVER MARRIED [—]] 8. DATE OF BIRTH 
°o 
ae cA wioows f+~ — owvoreo CS ony 27 ice 
Be = 100. USUAL OCCUPATION {ee kind of work done 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {County & State, or foreign ¢ 
c@sD during mos! aay ing if e, eo" retired) INDUSTRY 
2365 ’ : 
os 73, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
= ae 
aS 6 Unknow) Unknown 
= Ss 1S. WAS DECEASED EVER IN U\S. ARMED FORCES? 6. SOCIAL SECURITY NO. 17. INFORMANT Address 
ES (Yes, no, or ynknown)} |(if yes give wor or dotes of service] 
£&2 0 = : 
ee 
= a2 18. CAUSE OF DEATH {Enter only one couse per line far (0), {b), ond 
£a2 PART 1. DEATH WAS CAUSED BY: 
>&S5 IMMEDIATE CAUSE (0) 
Sze DUE TO 
2.2.9 Conditions, if ony, which gove (b) 
45, tise ta immediate cause {0}, 
2 = = stoting the underlying couse DUE TO 
3= s su () ef —— tee 
uy Se = } PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o) 1 
2 \|5 a Sa ? 
és, Ley: 5 YES NO 
S50 —— . 
Ssz = | 200. ACCIDENT WAS UNDERLYING C) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
e255 & | OR CONTRIBUTING LI CAUSE OF DEATH 
52. S | {IF EITHER, NOTIFY MEDICAL EXAMINER) 
“bs S [20c. TIME OF INJURY Month, Day, Yeor 20d. INFURY OCCURRED ‘2e. PLACE OF INJURY (Home, form, | 20%. (City or town) (Countyy {Stote) 
£3 = 2 Hour ‘o.m. While Not While ae street, office bees etc.) 
ae pm. 9 otwork L) orwore CI J . 
Stn 21. I certify that (I) (this haspjta}) attende ae decegsed. fram PT le 19 yn CLG (>, \9 £27 that (I) (we) tas! 
35 saw the deceosed alive on_(dc“g and shot ai occurred at rom coyes and on the date stated above. 
cas es ; ‘ ATTENDING MED. STAFF Pee 
ie tal mo. pHs. 0) oirecror C1 pus. O vA of 
Oo 9s | F7 PaSCIAN' 22d. AOBR Z 
| NA 
go3 | Million 2)! a a MA VAG LL 
c= 
2 
° 
[= 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the death certificote be executed within 24 hours 


SRR, eva 23b. DATE THER Or bb Ne OF CEMETERY OR CREMATORY iia LOCATION (City or Town) {County} ‘ (State) 
ee f-)5- é7| Fuga Ny ess Nd. 


24. FUNERAL oy R Ne i REC'D vie 
‘25M 1/¢ IEG 4 TEA 61 


< 
a 
2 
a 


‘B 


I 


FOR STATE 


HEALTH 


tt: is 


, writing the ward “pending” in pencil in Item 18. Give Pages 1, 2, and 3 to 


This certificate shauld be executed within 24 haurs after death. If 


TO DEPUTY &. EXAMINER 


necessary, please execute the certificate, 


the funeral 


| Examiner's Office alang with 


-transit permit. File pages land 2 with the SitabagDe part ne 


, cremation, ar remaval, and in any event within 


iS 


irectar. Page 4 shauld be farwarded ta the Chief Medi 


Health or its designated agent, priar ta burial, 
5 


5 may be retained far yaur files. 
TO FUNERAL DIRECTOR: Page 3 shauld be used as a burial 


VR AISME ‘ 
6M 1/66 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


4 5 
10850 MEDICAL EXAMINER’S CERTIFICATE OF DEATH 10850 
7. PLACE OF DEATH 7. USUAL RESIDENCE (Where deceased lived, if institution: Residence befare Faria) 
0. COUNTY a. STATE b. COUNTY 
Carroll MARYLAND Mary and ic 
b. CITY OR TOWN (If autside carparate limits, c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If autside carparate limits, write RURAL and give nearest eal 
write RURAL and give nearest town) 
Westminste Terry Hail efeie: 
d. NAME OF HOSPITAL OR INSTITUTION (If nat in haspital, give street address) d. STREET ADDRESS e eG 
CarrollCo. General Hospital Snyder Lane Perry Hall 2112: ves [] No 
3. Lae First Middle Last 4 DATE Manth Day Year 
F 
{lype or print) TA Cob Cosy TEL San LG UL S77” __3o 067 
S$. SEX 6. COLOR OR RACE 7, MARRIED o NEVER MARRIED oO 8. DATE OF BI 9. AGE {is years IF UNDER | YEAR | IF UNDER 24 HRS. 
2 A lost birthday) Manths Min. 
Male White wipoweD [} DIVORCED fe] 21-1916 Oh ys. 
10a. USUAL OCCUPATION (Give kind af work dane 1Ob. KIND OF BUSINESS OR 1. BIRTHPLACE (State ar fareign cauntry) 12. CITIZEN OF WHAT 
during mee of warkin pale , even if retired) gore a . ” COUNTRY? 
er elf Employed Baltimore Co, Maryland U.S.A, 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Henry B. Coster Margaret A, Winkler 


7. INFORMANT Address 
Mr John H, Coster 265 C 


1S. WAS DECEASED EVER IN U.S. ARMED FORCES? 
(Yes, ng, arunknawn) |(If yes give war or dates of service} 
Yes way 


W 


46. SOCIAL SECURITY NO. 


Q~0 7-76 75 


ty 


18. CAUSE OF DEATH (Enier only ane cause per 
PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a) 


420] DUE TO 


(0), (b), and {c).) 


INTERVAL BETWEEN 
ay NB, 


Conditions, if ony, which gove (b) 

tise ta immediate cause (a), DUE TO 

stoting the underlying couse 

fost. (9 
er | PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART }(a) 1. was AUTOPSY 
3 ao pee 
=z ves (No Dg 
& | 20a. EXTERNAL CAUSE WAS ‘Db. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | ar Part Il af item 18.) 
& | PRIMARY C1 or CONTRIBUTING C1 
© | CAUSE OF DEATH. 
S [20c. TIME OF INJURY Month, Day, Year 2d. INJURY OCCURRED We. PLACE OF INJURY (Hame, farm, | 2Df. (City ar tawn) (County) (State) 
3 Haur a.m. While Not While factary, street, affice bldg., etc.) 
= pm, 19 atwork C1 otwark OO 


21. | certify thot | took chorge of the remoins described above, held an Autopsy [_], _ Inspectian Pa Inquiry (J, ond in my opinian 
death resulted. from: Natural cai ident {_], Suicide [_], Homicide (], Undetermined manner [_] 

CHIEF MEDICAL EXAMINER [7] 
ip, ASSISTANT MEDICAL EXAMINER [_] 
EXAMINER'S DEPUTY MEDICAL EXAMINER & 


NAME (Type) CBs ine yf 
30. BURIAL, CREMATION, 2b, DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City or Vena (ite) 
REMOVAL (Speci . 
al Q~ 5= 1967 | P Cemetery Balto. Go z 


22, DATE SIGNED 


ACTUAL 
SIGNATURE 


24. FUNERAL DIRECTOR ADDRESS 36 2Sa. REC'D BY REGISTRAR pe REGISTRARS SIGNATUR pry: 2 
iy ; fm CEG Nad 
po ARO ay Shae av Vers I 40h Deine Rrmasds pare SEP 5 19 ( 1 


This certificate shauld be executed within 24 haurs after death. If 8 Y delay is ~ nm 


necessary, please execute the certificate, writing the ward “pending” in pe 


TO DEPUTY .. EXAMINER 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


ines? ‘ 
orstate | LOf02 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 10851 
——— 
PT. . PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 
; 0. COUNTY = o. STATE b COUNTY 
be Carroll MARYLAND Maryland arroll 
53 B. CITY OR Sl  autsde corporate ins © LENGTH OF STAY IN Ib ||-c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
2 -. Ri Rl Mt ge fe jearest town}, 4 A 
52 £3 Rura tminster Life Rural-Westminster 
oe a5 NAME OF ed Se STTUTGR {If not in hospitol, give street oddress) & STREET ADDRESS 
= a4 
g 2 Re Ds..6 R. D. 6 
& cf 3. NAME OF First Middle lost 4, DATE Month 
DECEASED 
g Z\E. (Type 9 print SE DEATH xs — “7 
ro) == s, SEX 6. COLOR OR RACE | 7. MARRIED NEVER MARRIED [7] | & DATE OF BIRTH AGE Tin bees 
% = é irthdoy 
2 x Z Male White wipowed [1] pworceo [March 23,1909 oy a 
§ gs 10, USUAL OCCUPATION (Give knd of work done T0b. KIND OF BUSINESS OR TT, BIRTHPLACE (Stote or foreign country) T2 CITIZEN OF WHAT 
2 Ss during mos of erkng ie, evn ied) INDUSTRY . COUNTRY ? 
‘< Farmer Carroll Co., Md. ees 
Be 73. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
— Francis A. Crawford Ethel J. Hooper 
Zs TS, WAS DECEASED EVER IN U.S ARMED FORCES? 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
7 (Yes, no,,or unknown) [tom wor or dotes of service Iv - = Rig r 4 Same As #2 
Es ANY 7% - 713 |Nirs. M. Hollus Crawford 
ae 1B. CAUSE OF DEATH (Enier only one couse per line fys{0), (b), ond (c)) D INTERVAL BETWEEN 
3& PART |, DEATH WAS CAUSED BY: —S POT | Pi - QUIET AND DPA 
ss ; IMMEDIATE CAUSE (0) A)t_ 0.41. At, Ltr p-higb co { (pK AIMAK fb Le 
=e DUE TO p ‘ f) Q ¢ Seutralyye 
= Conditions, it ony, which gove AA, - Kp Atty KOGAS Wh hte, 
rise to immediate couse (a), DUE tu a mo eae ; 
3 stoting the underlying couse K Lys re 
> lost. AA (bf pL 3 Z 2Y2P 


ze | PART Il. OTHER SIGNIFICANT CONDITIONS ae TO DEATH BUT NOT RELATED TO THE HL DISEASE CONDITION a IN PART I(0) 19. Wis ATopSy 
o 18 —— ? 
2 ves} No [i 
=] 200. EXTERNAL CAUSE WAS ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 1B.) 
8% | PRIMARY C1 or CONTRIBUTING CL] 
S { CAUSE OF DEATH. 
S {20c. TIME OF INJURY Month, Doy, Year 20d INJURY OCCURRED ‘20e. PLACE OF INJURY (Home, form, 20f. (City or town) (County) {Stote) 
2 lour 0.m. foctory, street, office bldg., etc.) 


a iW fear I rr 

21. \ certify thot | tack charge af the remains described abave, held an Autopsy (_], Inspection DX, Inquiry (J, and in my opinion 

deoth resulted fram: _ Natural causes Accident "J, Suicide [1], Homicide (al; Undetermined manner (_] 

CHIEF MEDICAL EXAMINER [_] 

Mp, ASSISTANT MEDICAL EXAMINER [_] 
DEPUTY MEDI 


ACTUAL 
SIGNATURE 


EXAMINER'S 
NAME (Type) 


22, DATE SIGNED 


the funeral director. Page 4 shauld be farwarded ta the Chief Medical Examiner's Office alang with farm PM3. fa 


5 may be retained far yaur files. 
TO FUNERAL DIRECTOR: Page 3 should be used as a burial: 


Health ar its designated agent, prior ta burial, 


23b, DATE THEREOF 


230. BURIAL, CREMATION, 2c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City or Town) (County) 
REMOVAL (Spec 8/20/1967 | St. James Cemetery _ 


74, FUNERAL DIRECTOR ADDRESS 


C. M. Waltz Box 241 Sykesville, Md. 
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MARYLAND STATE DEPARTMENT OF HEALTH 


\ 


- ] Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 
rn OREO 

Cl 1G25zZ CERTIFICATE OF DEATH LUBS2 
-€ Ss 
3 OE) Ss ik ees 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before admission) 
3 a. . STAT b. COUNTY 

- CARROLL weno || ° “MARYLAND CARROLL 
§ b. CITY Sey (If outside corporote limits, © LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside carporote limits, write RURAL and give nearest town) 

cite. 

¢ Ses’ | nukii Stkesvitrk II MO. § DY SYKESVILLE 
£ oe 8 . NAME OF HOSPITAL OR INSTITUTION (IF not in hospitol, give street oddress) d. STREET ADDRESS & RSD 
ei Bee / \{ SPRINGFIELD STATE HOSPITAL ves LJ no | 
= Ys 3. NAME OF First Middle Lost 4, DATE Month Doy Year 
2 B2h ). | tpeormim  HANNAR LEE CROCKBTT dete O13 57 9 
2 a 5. SEX 6. COLOR OR RACE | 7. MARRIED [_] NEVER MARRIED [_]| B. DATE OF BIRTH 9 AGE fi a 

“3 . los 

g = 22 FEMALE COLORED] wioweo x pvorctD []| 8 31 95 # pile 
g 52s pg te a a a 0b. NOES INES OR 11. BIRTHPLACE (County & Stote, or foreign country) V2, GTN OF WHAT 

Qs uring most of working lite, even if retire NI ‘OUNTI 

2 882 euee WCE CONNECTICUT USA 
= gece 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
= 2e 

Sanne 8 OLDS , BERTIE JESTER, ELIZABETH 
eee ae is RESO Use FARO “A 16. SOCIAL SECURITY NO. | 17. INFORMANT ‘Address 

[=3 of. 85, NO, Or UNKNOWN, ‘yes give wor or lotes of service 
3 268 a 042.-32-809f SPRINGFIELD STATE HOSP, Sy Xk eésv/ LLE MD, 
2. 38 Se 1B. CAUSE OF DEATH (Enter only one couse Per Tine for (0), (b), ond (c).) INTERVAL WEEN 

pm ‘ 4 

5 f3e2 PART |. DEATH WAS CAUSED BY: CONGESTIVE HEART FAILURE INSET AND DEATH 
Ses85 IMMEDIATE CAUSE (0) 
Bema 7? DUE TO 
£ezges Conditions, if ony, which gove b) ARTERIOSCLEROTIC CARDIOVASCULAR DISEASE 

SE 5 (b) 

seas B32 rise to immediote couse (0), DUE To 5 

2 Pees stoting the underlying couse 

25 8£2 lost. i = Gy 
S2sou8 aoa 

oS eS5 PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o) 19. WAS AUTOPSY 
£5 Zoe B — ‘ PERFORMED? 
5255 <Alz| CBS ASSOC. WITH CEREBRAL ARTERIOSCLEROSIS@PSYCHOTIC REA. Yes [] xo Bg 
25 252 | 200. ACCIDENT WAS UNDERLYING CI 205. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
seers & | OR CONTRIBUTING LI CAUSE OF DEATH 
Besse S | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
reuse S [20c. TIME OF INJURY Month, Doy, Yeor ‘20d. INJURY OCCURRED ‘20e. PLACE OF INJURY (Home, form, 20f. (City or town) (County) (Stote) 
S2Ee° S Hour o.m. While Not While foctory, street, office bldg., etc.) 
ae ses bs . a oe a ae 
af Zea 1. [certify that (I) (this haspital) attended the deceased fram_@ pl estes Oe e 7, 19__, that (I) (we) last 
=u sve 
Be gst saw the deceased alive on. , fram causés and an the date stated abave. 
<55e Mo, SIGNATURE, y ATTENDING MED. STARE ga eee 
Beers } tL voto 77 KOM mo. PHS. CP _irecror CO Pats. E-19-/F 67 
233 z= Ri. PHNSICANS Td. ADDRESS , Sykesv le 
ees s || \x fi) ALFREDO ABR fyi PRIN D A Hosp/7# Me. 

am] fs 

Suz aS 230. Bi . Of ; 23d, LOCATION (City or Town) (County) (Stote) 
Seces p ) @. Cozi 
- - ie - 
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FUNERAL DIRECTOR ADDRESS Bo. RECD BY REGISTRAR © | 25b. REGISTRAR'S SIGNATURE 
Ay ; ; 
é VEALZZ=_ -170/ FFD © CrLbety DATE, ( 


TO HOSPITAL OR ATTENDING PHYSICIAN: 
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The law requires that the death certificate be executed within 24 hours after death. 
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TO FUNERAL DIRECTOR 


hen please remave car 


, crematian, or removal, and in any eve: 


je 3 shauld be detached far use as the burial-transit permit. 


d with the State Dept. af Health priar to buri 


™ gime, 
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director, 
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MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, 8ALTIMORE, MARYLAND 21201 


< go g 5 ae SoS 
avou" CERTIFICATE OF DEATH 20853 
ie ACEC HEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 
a. COUN’ 0. STATE b. COUNTY 
Carroll County MARYLAND Maryland Carroal 


b. CITY OR TOWN {If outside corporote limits, «. LENGTH OF STAY IN Ib CTY OR TOWN (If outside corporote limits, write RURAL ond give neorest town) 
write RURAL ond give neorest town) aly 


Sykesville 8nos Mt. Airy, Maryland | 
d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street oddress) a STREET ADDRESS @ RRS 5 RESTDENCE 
|_Springfield State Hospita ii Carroll Avenue vs FE] xo 
Ke NAME of First Middle Lost 4, DATE ‘Month Doy ‘Year 
earn fs : 
(lype or print) Lillie May Dempsey DEATH %8 “7% 67 
S. SEX 6. COLOR OR RACE 7. MARRIED [] NEVER MARRIED [—] | 8 DATE OF BIRTH 9. AGE ¢ yeors IF UNDER 24 HRS. 
W lost birthdo Months | Doys | He Min. 
x thite winowep Ex] pvorcd []] 06-28-91 "16 m) Ble |B aed 
100. USUAL OCCUPATION (Give Kind of work done Tob. KIND OF BUSINESS OR 11. BIRTHPLACE (County & Stote, or foreign country) 12. CITIZEN OF WHAT 
during most of ing life, evenif eee) INDUSTRY COW TRY 
ousewife Maryland wneA. 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
William Molesworth Margaret Cook 


° 
1B. CAUSE OF DEATH (Enter only one couse per line for (0), (b), ond (¢).) INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: ; ONSET AND DEATH 
IMMEDIATE CAUSE (o) Heart failure. aoe 


4 DUE TO 
Conditions, if ony, which gove (o) 
fise to immediote couse (0), 
stoting the underlying couse 
ae 2 ae () 


T5._ WAS DECEASED EVER INUSS. ARMED FORCES? 16. SOCIAL SECURNY NO. | 7. INFORMANT Medical Record Address 
(Yes,no, or unknown) [(If yes give wor or dotes of service] i ‘ . Z 
N 213-01-5626 | Springfield Hospital, Sykesville 


Ls 


200. ACCIDENT WAS UNDERLYING [1 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port il of item 18.) 

OR CONTRIBUTING C) CAUSE OF DEATH 

(IF EITHER, NOTIFY MEDICAL EXAMINER) 

‘20c. TIME OF INJURY Month, Doy, Yeor 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, 20f. — (City or town) (County) (Stote) 
Hour o.m. While oO Not While oO foctory, street, office bldg., etc.) 


p.m. 19 ot work ot work. 
21. | certify thot ( (this hospitol) ottended the deceosed from_ January 2019.67, 
i 19 , and that death accurred at. 


MEDICAL CERTIFICATION 


to August 7, 19677 thot @ (we) lost 


, fram causes and on the date stated abave. 
22b. DATE SIGNED 


5 ep Ld tee Ac wo. pe ONS CO) _Bietcror ne (| August 7, 1967 


Na. PHYSICIAN'S f 22d. ADDRESS 
NANE(TYPe) Bdmbe J, Reeves, M.D Springfield State Hospital 


230. BURIAL, CREMATION, 23b. DATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY le LOCATION {City or Town) (County) (Stote) 


REMOVAL if 
wureey | aug. 9,1967 | Prospect Meth. Nr. Mt. Agry, Md. 
24, FUNERAL DIRECTOR ADDRESS 250. RECD BY REGISTRAR ‘2Sb. REGISTRAR'S SIGNATURE 


Olin L. Molesworth, Damascus, Md. 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


= 


Q a 
4 if = " OQE 
FOR S 1Uco% MEDICAL EXAMINER'S CERTIFICATE OF DEATH 16854 
HEALTH T. PLACE OF DEATH 7, USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmissio 
FS ~ 0, COUNTY o. STATE b. COUNTY 
& Se MARYLAND Maryland i 
53 b. CITY DR TOWN (If outside corporote limits, © LENGTH DF STAY IN 1b © CITY DR TOWN (if outside corporote limits, write RURAL and give neorest town) 
= Ene write RURAL ond give neorest town) - 
A s2 mo da Fredrick JO7A 
=x (CE d. NAME OF HOSPITEL OR INSHITUTION ra not in hospitol, give street oddres) d, STREET ADDRESS e. Baar att 
= iS ? 
25 ( sip ) [Springfield state Hospita 412 Middle Alley ves Eno Gal 
% pray 
So 3. NAME OF First Middle, ost 4. DATE Month Do Year 
o DECEASED Or Dots ori OF " 
g {Type or print) Herman Joseph DEATH 
oS Beal ‘ DIOR DR RACE | 7. MARRIED [—] NEVER MARRIED []] 8 DATE DF BIRTH 9 AOE nee 
c s+ birthdo: Months Min. 
= ane egro wiopweo [7] pivorctd fe}}  8n22-08 FA ii 
— 100. USUAL OCCUPATION (Gi kind of work done 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (Stote or foreign counts) 12. CTIZEN OF WHAT 
= during most of working lite, even if retired) INDUSTRY COUNTRY? 
Aa ho 5.26. vA — 
13, FATHER'S NAME 14, MOTHER'S ma NAME 


Edward Dobson 


1s. WAS DECEASED EVER INU.S ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address 
(Yes, no, or unknown) |(If yes give wor or dotes of service] 
|__No 219-20-2007| Springfield State Hos 


18 CAUSE DE DEATH (Enter oelvone couse Ooi fr Ch for (0), (b), ond {c).) iia sreeas 
PART 1. DI ‘AS CAUSI Y 
TAMEDIATE CAUSE (o} —_ = M old infarction of the right cerebral sail 
YAol ourio Hemosphere months 
Conditions, if ony, which gove »)_ Cerebral embolism Minutes 


tise to immediote couse (0), 
stoting the underlying couse DUE TO 


bs «_Old extensive myocardial inf 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o) 


19. WAS AUTOPSY 


s PERFORMED? 
[ 2 vs bd 80 O) 

= {70o, EXTERNAL CAUSE WAS 206. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | ot Port Il of item 1B) 

& | PRIMARY Lor CONTRIBUTING CI 

& | CAUSE DF DEATH 

SJ 20c TIME OF INIURY Month, Doy, Yeor 70d. INJURY DECURRED | We. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) Grote) 

2 Hour o.m. While Not While foctory, street, office bldg., etc.) 

= p.m. 19 otwork L] otwork C1 

21. U certify thot | took chorge_of the ins described obove, held an Autopsy J, Inspection [_], Inquiry [J and in my apinian 


death resulted fram: “accident [7], Suicide [1], Homicide fe) Undetermined manner [] 
CHIEF MEDICAL EXAMINER oO 

mp, ASSISTANT MEDICAL EXAMINER [_] 

DEPUTY MEDICAL EXAMINER 4 

ed Brey forfeungs Vid 

73d. LOCATION (city or Town) 


EXAMINER'S 
Ly | NAME (Type) 


230. BURIAL, CREMATION, 23b. DATE THEREOF 23. NAME OF CEMETERY DR CREMATDRY 
opehill Frederick So, Md 


REMOVAL Bahu ore ecify) . 
9-6-67 
24, FUNE ECTOR , _-- ADDRES: . [ (250. RECD BY REGISTRAR 25b, REGISTRAR'S SIGNATURE 
se ag Hak TL _f ome QSEP- BMQGP  fOLorbag Yoeege 


replant PY al yi 


22. DATE SIGNE 
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eolth or its designated agent, prior to buriol, cremotion, or removal, and in any event within 
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TO DEPUTY ,%. EXAMINER: This certificate should be executed within 24 hours after deoth. @ deloy is 
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Page 4 may be retained by the haspital ar attending physician. 


BS 
=> 


After this certificate has been signe 


director, page 3 shauld be detached far use as the bu 


TO FUNERAL DIRECTOR: 


=a 


shauld be fled with the State Dept. af Health priar ta burial, 


tl 


5. 


Ny 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


18 855 CERTIFICATE OF DEATH kUS55 
|. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 
0. COUNTY Carroll avn oSTATE Maryland buy Allegany 
B. CY OR TOWN (outside corporate vrs, © LENGTH OF STAY IN Ib © CY OR TOWN (If autside corporate limits, write RURAL and give nearest town 
‘Sykesville l’s years Cumberland y) <2 
dL NAME OF HOSPITAL OR INSTITUTION {IF notin hospital, give street oddress) STREET ADDRESS om RESIDENCE 
Springfield State Hospital 1216 Lafayette Avenue ves [] No C& 
3. NAME OF First Middle Lost 4, DATE Month Day Year 
ieee Dit) Ulva (Elsa) Elsie Dyer Che August 8 » 67 
5. SEX ©. COLOR OR RACE | 7. MARRIED [-] NEVER MARRIED [7] ] 8. DATE OF BIRTH 9. AGE (in years ~ [IFUNDER TYEAR_T IF UNDER HRS. 


écae10e6 |’ "EH 


11. BIRTHPLACE (County & Stote, of foreign country) 12. AEN WHAT 
West Virginia ee As 
14, MOTHER'S MAIDEN NAME 
Frances Wolford 
Ie EER REG cure FORCES? 16. SOCIAL SECURITY NO. 17, INFORMANT ledical Record Address 
5, NO, OF UI Own, yes give war ar dal jes of service! a - ‘ 
"i 219-14-5882 [Springfield State Hospital, Sykesville, Md. 


18. CAUSE OF DEATH (Enter only one couse per line far (a), (b), and {c).) INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: Heart Failure ONSET AND DEATH 


Femal White | wows X] pivorceD [_] 
T0a, USUAL OCCUPATION (Give kind of work done iby KIND OF BUSINESS OR 


during most af warking kf GUY ERE er INGUERY 47 


Ta FATHER'S NAME 
John K. White 


IMMEDIATE CAUSE (0) 


434} buTo «6s Mitral Valve Stenosis days 

Conditions, if ony, which gave (b) y 

rise to immediate cause (0), DUE To 

cons the underlying cause ie Coronary arteriosclerosis. Bilateral 

last. (3 as =k 5 
zz | PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELA’ fED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o) 19. Was Aur opst 
Ss : ; ? 
2 ASvehatHe HOGK OME, associated with cerebral arteriosclerosis vs fd No O 
= | 200. ACCIDENT WAS UNDERLYING C) 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in Port I or Port II of item 18.) 
2 | OR CONTRIBUTING C1 CAUSE OF DEATH 
S | (IFEITHER, NOTIFY MEDICAL EXAMINER) 
SS [20c. TIME OF INJURY Manth, Doy, Yeor 20d. INJURY OCCURRED ‘20e. PLACE OF INJURY (Home, farm, 20f. {City or town) (County) (Stote) 
= Hour o.m. While Not While factory, street, office bldg., etc.) 

at work at wark 


21. L certify that 90 (this hospital) attended the deceased from tober 181962, to_August 6, 1967., that M0) (we) last 
¢ Aen sth 19. GZ, ond thot death occurred at@___M, from causes ond on the dote stoted obove. 

ATTENDING ED, STAFF ea ae 

pus. _L)_ rector C1 pays. 


8-8-67 
22d. ADDRESS 


Springfield State Hospital 


Tic. NAME OF CEMETERY OR CREMATORY 73d. LOCATION (Cty or Town) (County (Stote) 
Hillcrest Burial Park | Cumberland ,Md.Allegany 


Bo. RECD BY REGISTRAR 75. REGSRARS SIGNATU - 
oe AUG 10 196/ EAL ED 


2c. PHYSICIAN'S 


U 
NAME (Type) Edmee J. Reeves, M.D. 


230. BURIAL, CREMATION, 23b. DATE THEREOF 
REMOY SI Coney) Aug.11,1967 


74, FUNERAL DIRECTOR —__ : ADDRESS 
James F, Searpelli, Cumberland, Md. 


| 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed wi 


MARYLAND STATE DEPARTMENT OF HEALTH 


1 _ DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
(ee 4 
¢ gp) | 10856 CERTIFICATE OF DEATH 10856 
= 
3 B53 1. ee 2. USUAL RESIDENCE (Where deceased lived, | jtution: Residence before admission) 
2 : Albee 
5 273s Z OL. & MARYLAND 
fe ge b. CITY DRT (if outside coy ¢. LENGTH DF STAY IN 1b A Alb DWN (If outsl porate limits; wAtd RURAL and give nearest town) 
2 ze 2 rite RURAL and give ne: [on 
ee RES bG £ f f 
ay 38a LEN ii Is RESIDENCE 
ey ? 
RE TE ¥. ves] _nof¥] 
2\ 88 3. NAME DF re 
Ne DECEASED / Ane Last : BATE Month ci m 
es were or print) L /4 yo DEATH : 19 
82s 6: GDLOR DR 7. MARRIED ATE DF BIRTH 9. AGE (tn an nike oe [IF UNDER 24 HRS. 
S jay) (Months | Da: Hours | Min. 
Eee LE WIDDWED Sp DIVORCED [~] Bom vel ii | 
ce _£ 10a. USUAL OCCUPATI: ive kind Ee | 10b. KIND OF BUSINESS DR TT. BIRTHPLACE (County & State, ‘ign country) | 12. CITIZEN OF WHAT 
= 32 ring most Qe ral Vi even If retired) QW , TR’ 
aes LL( FPF CUNT Y | MALYAAND > 
£es 13. FATHER’S NAME 14.” ADTHER’S MAIDEN NAME 
zee oHN L/, 
; es 15. WAS DECEASED EVER INU.S. ARMED FDRCES? is 
£E ‘S, (Yes, nov og unkown) | (Ifyes give war g¢ dates of service) . 
Soc y 
a8 Be 
~ 5 18. CAUSE DF DEATH [Enter only one cause per line for (a), (b), and (c).7 INTERVAL BETWEEN 
2 PART |. DEATH WAS CAUSED BY: ae. &- 
Ss § IMMEDIATE GAUSE (a). A Aerore€ an a ia a 
Coe 
a8 DUE TD “Fuge 
= Cenditions, If any, which (0) 


gave rise to immediate 
cause (a), stating the DUE TD 
underlying cause last. (c). 


5 PART II. DTHER SIGNIFICANT CDNDITIDNS CONTRIBUTING TD DEATH BUT NDT RELATED TD THE TERMINAL DISEASE CDNDITIDNGIVEN IN PART 1(a) | |19. WAS AUTOPSY 
= asa ? 
pis ves] ND [Ep 

= | 2a, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HDW INJURY DCCURRED. (Enter nature of Injury In Part t or Part U1 of Item 18.) 

f | DR CONTRIBUTING [] CAUSE DF DI 

© | (IF EITHER, NDTIFY MEDICAL EXAMINER) 

z 20c. TIME DF INJURY Month, Day, Year | 2Dd. INJURY OCCURRED | 20e. PLACE DF INJURY (Home,farm,| 20f. (Clty or town) (County) (State) 
6 Hour a.m. While Not While factory, street, office bidg., etc.) 

S 

= p.m. 19 at work at work Oo 


After this certificate has been signed by the 


e 3 should be detached for use as the bu! 


id with the State Dept. of Health prior to bur 


Page 4 may be retained by the hospital or attending physician. 


= 21. | certify that (1) (this hospita)) attended the deceased from aul _,19%¥, to : 9___, that (I) (werTast 

2 saw the deceased alive pn. 19_____, and that death pecurred a |, from the causes and on the date stated above. 

s 22a. SIGNATURE |? 27 DATE SIGNED 

= 

28 Me S uo EET Heme ME OL ¢/22./¢7 

eat 22c. PHYSICIAN'S em ADD 

S NAME (Type) 
su | ae = | wo! Wan Sah, eA 
mes TERY DR GREMATDRY Chee LDCATIDN: IL. t r county) (State) 
a 
e LEEK UNTY lM» 
5a. REC'D BY eet (Ae REGISTRAR’S SIGNATURI 

ar El wb 2? ‘er Yaa 
20m 1/65 \\/) id 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


+4 . 20857 
7 - 10857 CERTIFICATE OF DEATH ee dase 
or 1g. Dist. No. 
send ‘3 / 1, PLACE OF DEATH 2. USUAL fg (Where deceosed lived. If institution: Residence before admission) 
é 2. COUNTY MARYLAND b.COUNTY Gey 


4 
i Mid . rroll 
c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town} 


Rural Sykesville Lit 


arro 


b. CITY OR TOWN (If outside corporote limits, write 
RURAL ond give neorest town) | 


bin 


c. LENGTH OF STAY IN Ib 


Y = NAME OF HOSPITAL {If not in n hospitol, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION ‘ ON A FARM? 
gy Route Route uy yes [] NOR) 
3. NAME OF First Middle Lost 4. DATE Month Doy Yeor 
DECEASED : 4 a r OF 4 > 
I (Type or print) Foster Gary Friend DEATH Augus 1907 
5, SEX 6 COLOR OR RACE |7. 8. DATE OF BIRTH 9. AGE (In 
MARRIED [7], NEVER MARRIED [7] ih canton 
Ma n ‘wiboweD [7] DIVORCED [] ie ss 190 1 66 9s 
T0o. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
Mail Carrier Government Maryland USA 
13, FATHER'S NAME 14. MOTHERS MAIDEN NAME 
; C elius Friend Lizzie Friend = 
1S. WAS DECEASED EVER iN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
(Yes, no. or unknown) UF yes, give war or dates of service) Es 
3 . FATE ey , Bsc : r 
ee Mrs. Edith Friend Sykesville, Md. 


18. CAUSE OF DEATH [Enter only one couse per Jf 


PART 1, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0) 


INTERVAL BETWEEN ®& 
ONS! ID TH 


DUE TO 
Conditions, if ony, which ) 40- 
gove rise to immediote 
couse (0), stoting the under, ( DUE TO 
lying couse lost. ( 3 


Paar Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)}19.. Mecomeen 
yes [] No (] 


200. ACCIDENT WAS. eee Or as 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 16.) 
OR CONTRIEUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY Aeoicat EXAMINER) 


20c. TIME OF INJURY Month, ee, Year | 20d. INJURY OCCURRED ‘22. PLACE OF INJURY fHome, form, ; 20f. (City or town) (County) {Stote) 
Hour o. m. While Not whit: a foctory, street, office bidg., etc. y , 
p.m. jot work [7] of work 


= +f -, 19S _fthat | last saw the deceased 


= 
21.4 con that | attended the ot m._. PR) t., 19., 0, 
/ f_, of Lito 


|, cremation, or remavol, and in ony event within 72 hours ofter death. 
MEDICAL CERTIFICATION: 


fter this certificote hos been signed by the attending physician ond completely filled in & 
ed for use os the buriol-transit permit. Then please remove carbon papers. Pages 1 and 


hospital or ottending physician. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The faw requires that the deoth certificate be executed within 24 hours after deoth: Page & 


5 ative on eos As Y that death occurred ai '_M, from the causes and on the date stated abave. 
= [7 CS ADDRESS (Street, city or town, st DATE 
¥ = ACTUAL & a) Leo y . -/ 49 ons ‘Can 
Bese SiGNATURE__Z| [AZ N\e MD) 2 aceees 2 ee a = ee ee 
eoRze is i , ae 
Beg , | |Rkeeiyens 2 V. Houck Jr. Sykesville, lid. 
Sens { sion ene Seen erma aa ome e ras ene eae ees eases res eses 
se > ‘Mio. BURIAL, CREMATION, | 72 2b, DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, oF county) wre 
- if > mt > ‘d 
be Be Bay | Be 20- ey Blooming Rose Cemeter al CO 
oft 
~ 


VS AI5 (4) Qh 
1SM 10/87 \) 


en Sr poe er 


IN: The law requires that the death certificate be executed within 24 hours after death. 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physi 


TO HOSPITAL OR ATTENDING PHYS! 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


10855 CERTIFICATE OF DEATH 20558 


= 


Ne 
= oo i, es oF DEATH 2. USUAL RESIDENCE (Where deceased lived, if institution: Residence before odmission} 
5 a 0. STATE b. COUNTY 
= n CARROLL MARYLAND RYLAND CARROL 
23% B. CITY OR TOWN (If autside carporate limits, LENGTH OF STAY IN 1b © CITY OR TOWN (IF outside corparafe limits, write RURAL and give nearest tawn 
= rite RURAL and give i st town . ) 
3 : 
>a 5 & < EA S WWE. ZZ “S$ 
Sore WEST DUARTER a STALM S TEs 7 
5 d. NAME Of HOSPITAL OR INSTITUTION (If na¥ in hospital, give street address) d, STREET ADDRESS eae BREDENE 
2 ze 7z LIN AVES TGR AWE - 22 HUN CHES 7ER_/2 vs C1 No 
— 3 NANE OF First Middle Tost 4. DATE Month Doy ‘Year 
= F ? 
$5 =i ‘ype or print) 4 77 Te: M/SSO FY Ot. DEATH SAUC 4 
Se 
ee © COLOR OR RACE | 7. MARRIED [] NEVER MARRIED [_]] 8. DATE OF BIRTH AGE Tn rae 
es . Z last birthday} 
s ee y \ FEMALE ffl, wiowen Ze vor” CO A Je Z itt 
g§°5 00. ive kind of work done . e ‘oun tate, ar faxfign country’ 5 
5 ei USUAL OCCUPATION (Give kind of work d Tob. KIND OF BUSINESS OR TT-BIRTHPLACE{County & State, ar f ) 12. CITIZEN OF WHAT 
2 gL uy ooops ie realy red) INDUSTRY Bork. C4. f/f cou Oe 
. 2 = Li — fh —_— ¢ D t a c . 
Ga 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
3 
cs Z 
=< DAWIEL J, CLUN BACKER Ann Barkan R2W IOP 
2 TS. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. | 17. INFORMANT heer) r 
2 5 (Yes, no, or unknown) |(\t yes give waror dates af service} 2b Ae ~$24; / 0p ia 04 Alles Hay 7 Bb WES. ss 
Sc (a aed DLAI H IT LELLY Zt A= 3 | La 
as 18. CAUSE OF DEATH (Enter only ane couse per line far (a), (b), and (c)) INTERVAL BEEWEEN 
PART |. DEATH WAS CAUSED BY: ATH 
INMEDIATE CAUSE (0) Cty Cmomares 5 — Lhereled 
= ft DUE TO 
Conditions, if any, which gove (b) USO phir 1a / C4 LOCH EMEA 


rise to immediate cause (a), 


es ATTENDING MED. STAFE 
BE LD A dp MeL MD. PHYS. CY recor O ows O 


s 
2 

2 

2s 

S> 

eae stating the underlying cause DUE To 

=5 lost. ) 

oe PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o) 19. WAS AUTOPSY 
‘- z= PERFORMED? 
gs S 

35 5 vs) No (J 
5 = & | 200. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port I! of item 18.) 

a5 & | OR CONTRIBUTING C1 CAUSE OF DEATH 

2a | (IF EITHER, NOTIFY MEDICAL EXAMINER} 

3s 8 20: TIME OF INJURY. Marth, Doy, Yor Tod. INURY ecoRRED Me. PLACE OF IVORY (Home, we 20f. (City or town) (County) (Siotey 

ry g lous 0.m. While Not While tory, street, affice bidg., ete.’ 

ae a p.m. 19 atwork L]_otwork [J 

2a 2). | certify that (1) (this haspital) attended the deceased fram_ge — 7 1: 084294 __, 19.67, thot (I) (we) last 
a i pig 

3st sow the deceased olive on__&* //f _19_@ 7, and thot deoth occurred at ‘M, from causes and on the date stated abave. 
s2 D0, SIGNATURE 2b, DATE SIGNED 

SS 

oe 


3 0, - 
Se 2c. PHYSICIAN'S 22d. ADDRESS LF PF PAE EEOL 
oS ee be 

zs hatte) AYLAP Lo) - JER CER SO LL 2212002 be 

57 eee 
33 73a. BURIAL, CREMATION, AME OF CEMETERY OR CREMATORY Zd. LOCATION (City oF T (County) (State) 
ee MOVAL (Specify) Lo Hite Lal PS OK 


PLOVE A Se ZI VBA 
24, FUNERAL DIRECTOR ADDRESS 250. REC'D BY REGISTRAR ‘2Sb. REGISTRAR'S SIGNATURI 


is KA? Zepto. LET A YWSTE, LU Lr \ xhG 2.8 6 


ue 
3s 

= 
=a 


| MARYLAND STATE DEPARTMENT OF HEALTH 
| DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


Saget _CERTIFICATE OF DEATH 16859 


‘ 


5 Bz i Pi 
2 33 z ms 
a 2 3 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceated lived, If institution: Residence before edmission) 
yp 8 a. COUNTY a sy b, COUNTY / 
2 Carroll MARYLAND leryland — . 
£ b. CITY OR TOWN {if outside corporate limits, >] &. LENGTH OF STAY IN Tb ‘e. CITY OR =e (if outside corporate limits, write RURAL end give nearest (own) 
x write RURAL and give nearest town) 2 
©  —— asl Peelmore 0. 
= = d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give street eddress) d, STREET ADDRESS .. “saint 
34 5 
, 8 E NO. 
Bee | ____700_E,_ 13rd... Street ee 
$8a 7 Lest 4. DATE Month Day Yeer 
ase ee OF 
ec Type or prin DEATH 
See oe —__Mageie _,Gagel __ August 29 19 67 _ 
28s 5 6. COLOR'OR RACE) 7, maRRIED [_] NEVER MARRIED [_] | 8» DATE OF BIRTH 9. AGE (In yeers |IF UNDER 1 YEAR] IF UNDER 24 HRS. 
25 bast birthday) mental Days | Hours Min. 
S Female White woowp[X  ovorcto[]| March 129 1875 92 ym 28 
2 We. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | II. BIRTHPLACE (County & Stale, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
we done during most of working life, even if retired) 


22s Housewife Own home Carroll Co., Maryland_ | U.S.A. 

x fe: 13. FATHER'S NAME ) 14. MOTHER'S MAIDEN NAME 

EOD 2 2 

a5 William Giles Fair Margaret Ann Kuhns s 4 
~ 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT ~~ Address 


(Yes, no, or unkown) 


No sae oF penta ‘TEnter cause Phd 54 70356 HS « Harry, Haines, 5: Uniontonn, Jtaryland 


: pays AND DEATH 
PART |. DEATH WAS CAUSED BY Paw ) Cooy mae 
IMMEDIATE CAUSE {e) Lerehro (hi aent =! [periceee ws So 
DUE TO 


Conditions, it eny, which ioe oe one ee thr Anete ee 


gave rise lo immediate cause 
(e}, stating the underlying Cree 
cause last. te). 


(tyes give weror detesof service) 


rmit. Then please r 


of Health prior to burial, cremation, or removal, 


it per 


te has been signed by the atten’ 


| or attending physician. 


latached for use as the burial-tran: 


ATTENDING PHYSICIAN: The law requires that the death certificate be executed 


Zz PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1( 19. WAS AUTOPSY 
65 5 ves [] no 
£8 © ]20e. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Part | or Pert II of item 18.) wa. ae wie 
= AJ a | OR CONTRIBUTING [.]) CAUSE OF DEATH 
4 OG UF EITHER, NOTIFY MEDICAL EXAMINER) 
>. — = = — 
as 3 0c. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 2De. PLACE OF INJURY (Home, ferm, ; 201. {City or town) (County) {Stete) 
B< 3 Hear? ean: While __ Not While factory, street, office bldg., ate.) | 
Ste: 2 19 ‘et work ot work 
= a 
O08 2. | certify that ) (this hos, ne al poe the deceased from... = fe re 19....2, that (1) (yea) last 
Zz 
22s 2 .., and that death eect BP. ze M, from ie causes and on the date . above. 
Pe neo 
2 ATTENDING, MED STAFF 
Gel 
aed oe mp. | PHYS. a DIRECTOR Oo PHYS. ol a 3 aa 
HOSRs 22d, ADDRES: 
Boe os 
a" es3 | L__*"""_J._H, Caricofe, M.D. —|_..mton Bridge, Maryland 
is i 3= Wa, BURIAL, CREMATION, | 23b. DATE THEREOF | 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or = 
Ovous \ REMOVAL (Specity) | 
ROR = set _Lutheran Cemetery __|Tniontown, Maryland 
VR AIS (4) AT ADDRESS 25a. REC'D BY REGISTRAR | 2Sb. REGISTRAR'S SIGNATURE 
1SM 7/61 - 
‘& Son, “Taneytown, Warvland |ogEp 11967 fotolia Neseigte 


® 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the deoth certificate be executed within 24 hours after death. 


Poge 4 moy be retained by the hospital or ottending physician. 


TO FUNERAL DIRECTOR: After this certificote hos been signed by the 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


4 


+ ae an 
\ LEfGR CERTIFICATE OF DEATH 16860 
ee 3s 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, if institutian: Residence befare admissian) 
5 a, COUNTY . STATE f 
pa Carroll. wera | Me * ON” Carroll 
= 85 b. CITY OR TOWN (If outside corparate limits, cc. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest town) 
papel write alles ste ny PeaC wn) BH Lend , 
2 jaapstea é 
= Co 
Sage d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street oddress) d. STREET ADDRESS 8. IS RESIDENCE 
aN 0 \? 
sou N_A FARM? 
23S ves [ap oF) 
= C 3. Hee OE First Middle lost 4 parE Manth Doy Year 
re {Type or print) Frank Je Gais DEATH p 
ESR S. SEX 6. COLOR OR RACE 7. MARRIED Oo NEVER MARRIED [tis] B. DATE OF BIRTH 9 AGE snitdon) 
> Jost birthdoy 
ze = Male winowed [] oor [April 6, 1899 68 eh 
= es ie USUAL pe EATION : ) ] 10b. KIND. of BUSINESS OR 11. BIRTHPLACE (County & State, or foreign country) 12. Oe WHAT 
c@s luring qpstof warking life, even if retire INQUSTRY ? 
g8e Parmer’ Warming Baltimore Cit; U 
sas TS. FATHER'S NAME Ta MOTHER'S MAIDEN NAME 
Ze 
a8 John Gais Ama__ Schrank 
= : ny WAS DEESSED BEEN US. ARMED ENCES fon 16. SOCIAL SECURITY NO. 17, INFORMANT Address 
et es, ‘unknown, yes give wor ar lates af service, 
BE ‘NO 218=18-90304 | Mrs. Theresa Macheck Hampstead, Md. 2107) 
2. 


1B. CAUSE OF DEATH (Enter only one couse per line far (0), (b), ond (c).) 
PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a) 


INTERVAL BETWEEN 
OMssT AND DEATH 


L-tronsit 


y DUE TO 
Canditians, if any, which gove (b) Carn 124 
rise ta immediote couse (a), DUE TO 


stating the underlying couse 
fh ow aires 9 


QA - 4M 


E Barwa 


= | PART Il. OTHER SIGNIFICANT CONDITIONS UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{o) 19. Wis AUTOS 
S ? 
3 ves} NO [@- 
& | 200. ACCIDENT WAS UNDERLYING 11 ‘20d. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il af item 1B.) 
| OR CONTRIBUTING CJCAUSE OF DEATH 
‘ | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
S| 20c. TIME OF INJURY Month, Day, Yeor 20d. INJURY OCCURRED ‘20e. PLACE OF INJURY (Home, farm, | 20f. (City ar town) {County) {Stote) 
2 Hour o.m. While Not While foctory, street, office bldg., etc.) 
| ot work at work 


21. \ certify thot (|) (this hospital) attended the deceased froma 244" = WLe, Lad, TP _, 1907 tho (1))(we) lost 
saw the deceased alive on__7~ 2-7 19 (7, and that death accurred af 3. _M, fram Couses and an the date sfated above. 


To, SIGNATURE 7b. DATE SIGNED 
; tr ATTENDING D. STAFF | ; re 
L G GLa A MD. PHYS. oirector C) pays, O -¢77 


pazanuu 
NAME (Type) Maurice C,P 


should be fied with the State Dept. of Heolth prior to buriol, cremotion, or remaval 


‘2. PHYSICIAN'S 


director, page 3 should be detoched for use os the burio 


Bo. SEAL ERATION, 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City or Tawn) (County) (State) 
ae 
Buriat” _|Aug. 21, 1967| Holy Redeemer Cemetes Baltimore Md 


< 
8 
Pe 
<a 


1 4 . REC i 13 
ih iy RAY iRECTO Funeral Home Hampstead, Md. AUG 2) 196 Db. Aen IGNATURI 


“f {7 t4 ‘ 


‘ 2 
oy 


ges 


athe 
aK 


‘a 


papers. 
FWF72 hour 


en please remove carby 
crematian, ar remaval, and in any event, 


id by the attircing physician ond completel 
hi 


!-transit permit. 


gne 


The law requires that the death certificate be executed within 24 hours after death. 
UI 


Page 4 may be retained by the haspital or attending physician. 


hould be filed with the State Dept. af Health priar ta burial 


O 


director, page 3 shauld be detached far use as the b 


TO HOSPITAL OR ATTENDING PHYSICIAN: 
TO FUNERAL DIRECTOR: After this certificate has been si 


4) 


< 
s 
2 
2a 
cs 


* 


a 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF VITAL RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


10864 CERTIFICATE OF DEATH 
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission 
o. COUNTY 0, STATE b. COUNTY —— 
arr oll MARYLAND Maryland Baltimore City 
b. CITY GR TOWN {If autside corparate limits, c LENGTH DF STAY IN Ib «. CITY DR TOWN (If outside corporate limits, write RURAL ond give nearest tawn) 
write RURAL ond give neorest tawn) Balti: 
kesville 2hyrs mos dys. more 3 : 
d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
2136 Herbert St Tao 
Springfield State Hospital erber : yes []_No &) 
3. NAME OF First Middle Last 4, DATE Month Doy Year 
DECEASED _ OF 
(Iype or print) JAMES As GARY DEATH AUGUST 18 9 67 
S. SEX 6. COLOR OR RACE 7, MARRIED o NEVER MARRIED bd} B. DATE OF BIRTH 9 Hie In toy) ces 1 tak IF UNDER 24 ARS. 
lost pirthdoy lonths loys | Hours | Min. 
nto | Waste | wom Eom $)] 3-21-23 i al Nal 
100. USUAL OCCUPATION es kind of work done 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & Stote, or foreign country) 12. CITIZEN OF WHAT 
during me working life, even if retired) ‘QINDBSIRY 2 2-2 COUNTRY ? 
aborer aryland U.S.A. 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Samuel F. Gar Frances Reel 
1S. WAS DECEASED EVER IN U.S. ARMED FORCES? . SOC, EC 17. INFORMANT Addres: 
(Yes, no, or unknown) |(If yes give wor or dotes of service! py SB ESB Se . ‘ 
No P10, -15=66h0 Records, Springfield State Hospital 


INTERVAL BETWEEN 


“wssieg" 
Months & 
ars 


1B. CAUSE OF DEATH (Enter only one couse per line for (a), (b), and (c}.) 


C Par LOAN nto Gusto) Renal failure due to suppurative nephritis 


puto DLLateral 


Roodigas ail eny, which gave ¢) Heart failure due to adhesive pericarditis. 
tise to immediote couse (0), 


stoting the underlying couse DUE TO 
host. a Q 
PART JI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH, BUT NOT RELATED TO JHE TERMINAL DISEASE CONDITION GIVEN {N PART 1(o} 19. WAS AUTOPSY 
S é assoce With Convudstve is order ’ wh h psychotic reaction FEREORMED? 
= yes no (] 
= | 200. ACCIDENT WAS UNDERLYING C) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part Il of item 1B) 
& | OR CONTRIBUTING CI CAUSE OF DEATH 
& | (IF EITHER, NOTIFY MEDICAL EXAMINER) poly Nee 
S [20c. TIME OF INIURY Month, Doy, Yeor 20d. INJURY OCCURRED Me, PLACE OF INIURY (Home, form, | 20f. (City or town) (County) (storey 
£ Hour ‘o.m. While Not While foctory, street, office bldg., etc.) 
pam, v otwork LJ “atwork_C] 
21. I certify that (I) (this haspital) attended the deceased fram_6=9—) it . tg Half , 19, that (1) (we) lost 
saw the deceased alive on 8-18-6' 19____, and that death accurred at_~°*- M>tfam causes and an the date stated abave. 
Ro. SIGN = a5 paaenie ae aan 22. DATE SIGNED 
iy - PU et tee Sf PHYS. C)_oector (1 pas. 8-18-67 
Tc. PHYSICIANS zd. ADDRESS Springrie ospi 
“we(e) Antonius Glahn, M4./D. A 
230. BURIAL, CREMATION, 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City or Town) (County) (Stote} 
crékvetor” 8-19-67 Green Mount Crematory Baltimore, Md. 
24, FUNERAL DIRECTOR ADDRESS 


he ‘AUG WR Ng 


Wm. Cook-Brooks Towson, Inc.,Towson, Md. 21204 


— 1 MARYLAND STATE DEPARTMENT OF HEALTH 


TO HOSPITAL OR ATTENDING PHYSICIAN. 


Division of STATISTICAL RESEARCH AND RECORDS, 30? W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


21. | certify that (1) (this hospi attended the oe from__O/ 1967, ta_ 8/16 , 1967, that (I) (we) last 


saw the deceased alive on__°74070/ _19__, and that deoth occurred ot Oz Qu: from couses ond on the dote stoted obove. 


220. SIGNATURE 


2b. DATE SIGNED 


Ho. Fe 1 biaecror 8/17/67 


i 


‘Tc. PHYSICIAN'S ‘22d. ADDRESS 


eh C862 CERTIFICATE OF DEATH 16862 
oe ee ae 
3 2s 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 
. COUNTY . STAT ; 
= 528 t CARROLL naerany | ° OM MARYLAND * OWT ALTEG ANY 
= 235 B. CTY OR TOWN (outside Sige! Timits, © LENGTH OF STAY IN Tb © CITY OR TOWN (If outside corporate limits, write RURAL and give neorest town) 
akira) wri ji res} 
Sage 83 Wiesville 2 mo 16 da Cumberland aL: 
= es 4. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street oddress) d, STREET ADDRESS @. 1S RESIDENCE 
= sa ON A FARM? 
a per SPRINGFIELD STATE HOSPITAL 215 Penna. Avenue ves L] no [8 
eee 
£ tex 3. NAME OF First Middle lost 4. DATE Month Do Year 
€°¢£ DECEASED OF 
cS ae : fine'er pil) OKEY W. (NMN) GILPIN peaTH 8 1 1967 
2 = 5. SEX & COLOR OR RACE 7. MARRIED PC] NEVER MARRIED [~]| 8. DATE OF BIRTH HAGE In eo ROARS. 
Ss Ew > 
j thd 
3 sos Male White WIDOWED DIVORCED 1/20/92 C at 
s&s wES 
=P isi 100. USUAL OCCUPATION “a kind of wark done T0b. KIND OF BUSINESS OR TL. BIRTHPLACE (County & Stote, or foreign i) 12. CITIZEN OF WHAT 
S es dering pst aot lite, even if retired) wpusTeY COUNTRY? 
2 Sse giheer Allegany A 
Ss ga. TS. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
= £55 T 1 
= 3 pa, 
S. Ss hompson Gilpin Mary Fazenbaker 
s ta 
ea, = TS. WAS DECEASED EVER IN U.S, ARMED FORCES? TE SOCAL SECURITY NO. | 17. INFORMANT ‘Address 
ja oo SS (Yes, no, or unknown) {{If yes gi or dotes of service * ri * 
B ses yes WWE unk Springfield State Hospital records 
oc 
é : a3 1B. CAUSE OF DEATH (Enter only one cause per line for (0), (b), ond (c).) INTERVAL BETWEEN 
~ £52 PART |. DEATH WAS CAUSED BY: ET, TH 
pee ears IMMEDIATE CAUSE (0) 
ezse 
we ee ; DUE TO 
eg Conditions, if ony, which gove 
BRE 7 B 
ae P23 rise to immediote cause (0), DUE 
& ; 5 b ‘ 4 , 
is oa pope ne aces kaise y_Atteriosclerotic cardiovascular disease 
bz B78 pe 
of yen = | PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART (0) 19. WAS AUTOPSY 
= o 2 " oa : . : 
Fetes £5 =| Chronic Brain Syndrome assoc. with cerebral arteriosclerosis with YES NO 
s5 2°35 5 aa t 
Ss SSz = | 200. ACCIDENT WAS UNDERLYING C) 20b, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Port I of item 18.) PSYCHO u 
aha & | OR CONTRIBUTING C1 CAUSE OF DEATH 
S585 © 1 (IF EITHER, NOTIFY MEDICAL EXAMINER) 
fuse SS [20c. TIME OF INIURY Month, Doy, Yeor 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, ] 208. (city or town) (County) (Store) 
£29 2 Hour o.m. While ean foctory, street, office bldg., ete.) 
cw SaetS = p.m. \9 otwork L] otwork C1 
sae o5R 
<< 
nm] ae 
BgeZe 
fase 
= i= 
S558 
SEes 
Pond of 
ae] NAME (Type) Springfield State Hospital 
3 
= =] 20. BURIAL, CREMATION, Bb. ae ma 2c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City or Town) (County) (tote) 
Sie REMOVAL (Speci f r 
Eoasa Bey y Aug 1967 Sunset Memorial Park Cumberland, Md.Allegan 


TO FUNERAL DIRECTOR 
p 


A. FUNERAL DIRECTOR 
James F. Sca 


= 
5 


A 


8 

=> 
=a 
s= 


%o. RECD BY REGISTRAR | 25b. REGISTRARS SIGNATURE 
onAUG 21 196 | SEAN RE. 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


= 


a 4 o 
4 “4 ¥ 
. 19868 CERTIFICATE OF DEATH 10863 
< 
3 ry 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, if institution: Residence before admissian) 
a a. COUNTY 0. STATE b. COUNTY 
wie Sets Carroll RAND Maryland OMT EOTER, 
5 235 3: CY OR TOWN (Tf autsde crperote ae © LENGTH OF STAY IN Ib © CITY OR TOWN (IF autside corporate limits, write RURAL and give nearest tawn) 
an bee aia write ond give nearest tawn’ 5 
Sa Serie MW =~ Sykesvi kk Mow Lier, Septet 1 $2 
= evs @. NAME OF HOSPITAL OR INSTITUTION (If nat in hospital, give street address) @. STREET ADDRESS @. 1S RESIDENC 
= oe . A : ae ON A FARM?. 
< 385 Springfield State Hospital ~--VV0 kr Yast La ves (] no 4 
= 2: 3. NAME OF Fist Middle Tost ’, DATE Month Day Year 
2 ee. AECEASED Selma Thersa Pause Graves cre - 6 fr 
2 ¢ 2 . 5. SEX 6 COLOR OR RACE | 7. MARRIED [—] NEVER MARRIED [_]| 8 DATE OF BIRTH 9. fe irae TF UNDER 24 ra. 
o Y i) » 
= Sé> female White winowe [Xt vvorceo []} 7/27/87 ral Tod be 2 
2 
aes De 100, USUAL OCCUPATION (Give kind of work done T0b. KIND OF BUSINESS 01 11 BIRTHPLACE (County & State, ar foreign country) 12. CITIZEN OF WHAT 
Sine oes duriag most of worki if retired INDUS eae COUNTRY? 
se S2e  [mHeuseyergre tes “ Louje | dtlanta Ga. OS. A 
3 
Z fas 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
§ S28 Oscar Pause Mary Yanneeny, 
= 1S. WAS DECEASED EVER INU. ARMED FORCES? Tg SOSjAL SECURITY NO. | 17. INFORMANT 5 adress evi y 
z i 0s ‘es, na, grunknown) |(If yes give war or dates of service)} at 5 - ik 6 a Recey 4 Ss Sayin’ Pca t 
yesg 
2 SEs We wy 68°5/6 a |S prin g-=ieid state Hespital 
2 22s 18. CAUSE OF DEATH (Enter only one couse per line for (a}s(b), ond (c).) INTERVAL BETWEEN 
=. 52 PART |. DEATH WAS eal hea Ee ds ET AND DEATH 
er = IMM (0) = 
= Pelee ro 
pe Bs 5 DUE 10 . 
22s Conditions, if ony, which gove (b) A ‘% Cw Dp bud Prteesemn cl 
oe rise ta immediate cause (a), 
oe a DUE TO 
Mees stating the underlying couse 
3 B= 5 lost. oo a, 9 
2Sess PART I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0) 19. WAS AUTOPSY 
SLevee Ss ie sas 3 : af PERFORMED? 
5235 gfe 28s. Asses. with Senise brain diseose with Psychotic reacted ws [NO Py 
js SES ~ |= | 200. AccienT WAS UNDERLYING CI 205. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | ar Part Il of item 1B) 
=Ls & | OR CONTRIBUTING CI CAUSE OF DEATH 
aesee © | (IFEITHER, NOTIFY MEDICAL EXAMINER) 
Ee 2ae SP om. TINE OF INJURY Month, Day, Yeor 20d. TWIURY OCCURRED Ye. PLACE OF TAJURY (Home, a OF (City or town) (County) (store) 
2a S lour a.m. While Not While factory, street, affice bldg., etc. 
ge ice pm. 19 | otwork Lor wark_ 
Ee tel 21. | certify that (I) (this haspital} atfended the deceased from___},6.. __, 1967, to__8. 6 __, 19.67, that () (we) last 
ae ese saw the deceased alive an_U=6-67 __19__, and that death accurred at_7? 2. M, fram causes and an the date stated abave. 
eo = 
<eG55 Tey als \ cir, wage ATTENDING MED. STAFF 6 ee 
Sets Neve" G Y O'S HUD yo pie Oh oecror Opis £-5-GE7 
Soe PHYSICIAN'S me d._ADDRESS 
= Bges | 2 NAME Tp) GracitoV, Patricio M.D. pringfield State Hospital 
Sous =e" ite baat 
Se 3 ae 230, BUR, CREATION, 23h DIFE THEEOF Zac. NAME OF CEMETERY OR spay 22 2 LOCATION (City or Town) (yy ty) tote) 
omc REMOV Ab (Specy 7 2 ? 
ef o=* Q Vy by VAG MOT A (heb eal CE. he A love. Lace 4a 
NERA : ISTR . REDISTRAR 
Berns 24. FUNERAY DIRECTOR i J p = RG 6 19g PRES SPI 
mimi ) Of prt ere Tawiilieme, Mbtfergde D, Dat 4 Z_¢ 


MARYLAND STATE DEPARTMENT OF HEALTH 
< 0 LEE DIVISION OF VITAL RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


CERTIFICATE OF DEATH 


1O864 


ea 
3 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 
: "earl "ylana * Om ashing 
= rro MARYLAND rylan shington 
S 
= B. CITY OR TOWN (If outside corporate limits, © LENGTH OF STAY IN Ib © CY OR Sai {If outside corporote limits, write RURAL ond give neorest town) 
a write RURAL ond give neorest town) 
5 Sykesville lmo.9dys. Rural ~ Keedysville cL 
aad d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street oddress} d, STREET ADDRESS P Ay Mas 
= 
2 Springfield State Hospital Route #1 ves_[) so Gt 
== 3. REE First Middle Lost 4, Oa Month Doy Year 
2 s Type or print) GLADYS IRENE GRIFFITH peat AUGUST 21 1967 
ret S. SEX 6. COLOR OR RACE | 7. MARRIED [~] NEVER MARRIED 8. DATE OF BIRTH AGE in yeors  _IFUNDERTYEAR J IFUNDER 24 ARS. 
2 Esa ~ a i lost bri Months | Doys | Hours | Min. 
ER es Female White wipoweD [1] pivorctD'[]| 8=-18~12 

2 
ieee 100, USUAL OCCUPATION {Give kind of work done T0b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & Stote, or foreign Ts V2. CITIZEN OF WHAT 
a e285 during most of working life, even if retired) INDUSTRY COUNTRY ? 
2 S85 NONE Maryiand 4 
Zz gas 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
= 2.8 
& S22 Roy G. Griffith Enma_ Orcutt 
<= aan = i WAS DECEASED oF BUS ARMED FORCES? | [ 16. SOCIAL SECURITY NO: 17, INFORMANT Address 
o ett es, NO, OF UNKNOWN yes give wor or dotes of service} 
= gb: No 216~-38~-239 Records, Springfield State Hospita 
£ es a2 18. CAUSE OF DEATH (Enter only one couse per line for (0}, (b), ond (¢).) INTERVAL BETWEEN 
Spee 4 PART |. DEATH WAS CAUSED BY: ONSET AND DEATH 
£e 250 IMMEDIATE CAUSE (o) Bronchopneumo nia Days 
melee DUE TO 
oe Covi ongaitony wich Gove) _Arteriosclerotic cardiovascular di i Years 
BS cse f 
sa P22 tise to immediote couse (0), Die iw A disease with 
2 DPeoo stoting the underlying couse failure 
2:5 £2 last. (3) 
Ses a — 
eS ute PART I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART (0) 19. WAS AUTOPSY 
ZG Zee |S a PERFORMED? _ 
5 225 Ale yes [] NO Bi} 
25 2s2 = | 200. ACCIDENT WAS UNDERLYING C1 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
Secee |E| Ramat 
aese. 2 : \L EXAMINER) 
z= Wee S| 20c. TIME OF INJURY Month, Doy, Yeor 204. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, | 208. (City or town) (Countyy (Stote} 
S2£50 2 Hour “o.m, While Not While foctory, street, office bldg, etc.) 
os pm. 19 otwork L] ot work C] 
oes 21. 1 certify that (I) (this haspital) attended the deceased from ~12~6 67, 19__, that (I) (we) tas 
Soituo = 10 
ae gs saw the deceased alive on__Bxe21—267 19___, and that death occurred ‘d Fram causes and on the date stated above 
az Sse 220. SIGNATURE . y rane ah ae 22b. DATE SIGNED 
Seeys 947 : mp. pays.) pigecror_ pays 8-21-67 

oD > rrr 7 

3 = $2 ee 1 a a z 2a. ORES ~~ Springfield State Hospital 
Eeste | (ewe (Type) Agustin ampo,/M. D. 
B= 282 Sykesville, Maryland ____ 
Leese 
ot oo 
- - 


ve ANS (4) 24. FUNERAL DIRECTOR John 7. es Te, * ADDRESS So. 
25M 1767 | Bast Fenerenle Home, U2 IV, Mat nt SF Beowshoze, DATE 


UE Dag 7 Rt SIGNATU! 


Zo. BURIAL CREMATION, | 236. ‘a THEREOF Zc. NAME OF CEMETERY OR CREMATORY %d_ LOCATION (City or Town) (County) _(Stote) 
VAL (Speci 4 
Lsperty) 8- 23~- 67 | Mt. Brair Cemeter Keedysville Rfd. 1, Md. 


Pages 
ent, within 72 hours after death. 


pletely filled in by th 


move ‘carbon papers. 


ysician 
lease 
and in 


mit. Then 


per 
, cremation, or removal, 


igned by the attending ph 
-transit 


rial 


The law requires that the death certificate be executed within a hours aft 
Ret com 


Page 4 may be retained by the hospital or attending physician. 
ficate has been si 


certi 
director, page 3 should be detached for use as the bu 


is 


After th 


should be filed with the State Dept. of Health prior to burial 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


TO FUNERAL DIRECTOR: 


VR A15 (4) 
15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


18865 CERTIFICATE OF DEATH 4U865 
i. Ren ee @ 2. USUAL RESIDENCE (Where deceased lived, If Institutlon: Residence before admission) 
Mi ak a. STA b, COUNTY we 
Cty MARYLAND By ‘Atte baprhe (Fe 
b. CITY OR TOWN (If outside cor town) wer c, LENGTH OF STAY IN 1b || c. CITY OR TOWN (/f odtside corporate limits, write RURAL and give nearest town) 
rite RURAL fand sho oc town, Ie 


— 


AW CnC? rd AM OW '" Welt CE P3 Ree 


d. NAME OF ea sae" ON (If not In hospital, give street address) || d. STREET ADDRESS 8. IS RESIDENCE 


aol ite ve ON_A FARM? 


ves E]-wo L_] 


NAME OF 3 First Middle "| bast 4. DATE Month Day Year 
(ype or print) Steifp GCTACE Awv peaTH = CL ak 967 
5. SEX 6. COLOR OR RAC! 8. DATE OF BIRTH 3. AGE (In TFUNDER 1 YEAR TFunDee 4 HRS 
5 7, MARRIED [~} NEVER MARRIED [_] fet bintheay) ye | i 


W wivoweD [~~ pivorcen F] Gre, | fo o- PY Months | Days iS Min. 


rive 7h, yrs. 
‘Oa. USUAL OCCUPATION (Give kind of work done 10b. KIND OF BUSINESS OR AL, BIRTHPLACE (County & State, ‘ign country) | 12, CITIZEN OF oa 
INDUSTRY A 7a COUNTRY? 


luring most of working life, even If retired) ; 
CHrrretk Co, A 3 
13. 14, MOTHER'S MAIDEN EWE , 
rag 
Ee PRINT: VMWraru, 
15. WAS DECEASED BERND S.ARMED FORCES? | 16. SOCIAL Si URITYNO. | 17. INFORMANT 
, lard 
f. My te (? : ar pth 
7V - TERA BETWEEN 


4 


(Yes, no, of unkown) iia aoe eaceo'y ice) ay Fe 36-39 wi rs A Ar 


18. CAUSE OF DEATH [Enter only ons cause per line for (a), (b), and (c).Y ~ %, 7 AND DEATH 
PART |. DEATH WAS CAUSED BY: ~ - 
IMMEDIATE CAUSE Na ee SOS Lenz 


/ DUE TO ee Ye & 7] fre 
Conditions, If any, which gle 


gave rise to Immediate ® 
cause (a), stating the ¢ DUE TO 
underlying cause last. 


(c). 
PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) lose wae AUTOPSY 


RFORMED? 
YES ia no [7)- 


20a. ACCIDENT WAS UNDERLYING OOH 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part J! of Item 18.) 


OR CONTRIBUTING [7 CAUSE OF DI 
(IF EITHER, NOTI EDICAL EXAMINER) 


20c, TIME OF INJURY Month, Day, Year 
Hour a.m. 
m1. 19 


20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 
while Not While factory, street, office bidg., etc.) 


at work im at work 


20f. (City or town) (County) (State) 


MEDICAL CERTIFICATION 


21. | certify that (1)/(this hospital) attended the deceased from_Jca— , 19é-, to_ Ce 4, 19B7, that Aiffiwe) last 
saw the deceased alive on 1967, and that death occurred aL cay from auses and on the date stated above. 


‘22b. a E SIGNED 


22a. SIGNATURE Ww h / wa |e 
Fi ATTENDING -—_-MED. STAFF 
ow Mp. PHYS. [at Biers. OO Pivs. 2 46) ¥, 67 


22¢. PHYSICIAN’S 


NAME (Type) WwW I+ Fo A tol 224. i , — pyaa 


23a. BE aT ON 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
ec! 
Bur al Be « 27, 1964 Manchester Cemetery anchester Carroll Co. Md. 


24, FUNERAL DIRECTOR ADDRESS * port Pay 


25a. REC'D BY REGISTRAR 


Tipton - Eline Fymeral Home Hampstead, Md. varUG 2 8 496 


Y 


oma 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death. 
Page 4 may be retained by the hospital or attending physician. 


zc 


ee a ee a er ? 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, ee 1, MARYLAND 


10866 CERTIFICATE OF DEATH 0866 


= ES 

i 8 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If a Residence before admission) 

ie 5 Arce | a, STATE mM eu hnd eo 

as é MARYLAND Laue troll” 

ce b. CITY OR TOWN (if outside cor; (ay limits, c. LENGTH OF STAY IN 1b || c. CITY OR eri, (lf 23 le corporate limlts, write RURAL a Sica give nearest town) 

22 RK lace RURAL and give nearest town " / 
"3 lAurel- Sykesville YEARS Aural - Sykesville. O les 
ga d. NAME OF-HOSPITAL OR INSTITUTION (if not in hospital, give street address) || d. STREET ADDRESS e. ates 
arty, d 

Se Oakland Road Onkland Rond vesL] nobel 


ent, wi 


Fi 
homeetp irst Middle Last 4. DATE Month Day Year 


Mn le 


(Type or print) Pavol Thech Hake | DEATH Au 4 / 1967 


10a. USUAL OCCUPATION (Give kind of work done 


6. COLOR OR RACE] 7, MARRIED Gg] NEVER MARRIED[-]| & DANE OF BIRTH 9. AGE (in years4 iF UNDER I VEAR|IFUNDER 24 HRS. 
£92034 FUNDER 1 VEAR|IF UNDER 24HRS. 
wivowen []_—owvorceo[]|-Jo/y 2/ 7907 
iL. 


. last birthday) | Months | Days | Hours | Min. 
W hite | | 
10b. KIND OF OF BUSINESS OR IRTHPEACE (County & State, or foreign country) 


© yrs. 
Maney land 


12. CITIZEN OF WHAT 
COUNTRY? 


during most of working life, even if retired) 
Pei ntek Decerntin 
13. FATHER’S NAME Oy 


14, MOTHER'S MADEN NAME 


Blanch  éhnsoal 


Danyel Har 


15. WAS DECEASED EVER INU.S. ARMED FORCES? 


(Yes, no, We unkown) 


16. SOCIAL SECURITY NO. 


</9-0)- ye, DD 


Mes. J; dress 
(If yes give war or dates of service) Addres: 
— 


es. Hagel Harp- Sy kesurlle Md- 


ed by the attending physician and completely filled in by the funeral 


MEDICAL CERTIFICATION 


18, CAUSE OF DEATH [Enter only one C per line for (a), (b), and (c)<4 


PART |, DEATH WAS CAUSED BY: i ( U 
IMMEDIATE CAUSE (a ZOTAR LEM M AA. ana 


[Bers a 


7 DUE TO — = 

Conditions, If any, which meee ii Dol iat weet ke ¢ ss SaaS ek. 

gave rise to immediate . >: 

cause (a), stating the DUE 3 

underlying cause last, (©) 

PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTINC TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIONCIVENINPART l(a) 19. WAS AUTOPSY 
yves[] No Bq 

20a, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part I or Part II of Item 18.) 

OR CONTRIBUTING (7) CAUSE OF DEATH 

(IF EITHER, NOTIFY MEDICAL EXAMINER) 

20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 


Hour a.m. While Not While factory, street, office bldg., etc.) 


p.m. 19 at work at work 


, 1944 that () (we) last 
le causes ad on the date stated above. 


22b. DATE SICNED 


21. I certlfy that (1) (this hospital) aligned e deceased from_ & to_= 
saw the deceased alive on. 192, and that death dccurred neZ an, from 
me SIENATURE 


ould be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any 


director, page 3 should be detached for use as the burial-transit permit. Then Pleas remoys 


TO FUNERAL DIRECTOR: After this certificate has been si; 


ZH. g ’ Da ie mo, BEV NS) Binector CC] PAYS. EL? 4 ? 
22¢. reg BE. ( . 22d. ADDRESS 
Ans EJ grey ns fz gllifei 
Ze, MATOR 


BURIAL, aeitig nt 23b. DATE THEREOF le NAME OF ehanh OR CREMATORY 23d. "Si bes (City, town or county) ia 


reo (pet | 5 67 Lola onkland yt Kesvi/le MY. 


25a. REC'D ree REGISTRAR | 25b. RECISTRAR'S SICNATURE 


pate AUG 4 1967 Stories poge 


MARYLAND STATE DEPARTMENT OF HEALTH 
Divisian of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


tise ta immediate cause (a), 
stating the underlying cause 
inves = as @ 


4 “ 62 
és ha 108648 CERTIFICATE OF DEATH 16867 
3 is 1. PLACE ry DEATH 2. USUAL RESIDENCE (Where deceased lived, if institution: Residence befare admissi 
3 5% a. COUN o, STATE b, COUNTY ‘ 
5 2-5 Carroll MARYLAND Maryland Washington 
S 2 3s b. ay ee autside corporate oe ¢, LENGTH OF STAY IN Ib «. CITY GR TOWN (If outside carporote limits, write RURAL and give neorest tawn) 
a wri a ce wets" / 
§ 275 | fural-- 8 12y. 10m. 21d Hagerstown [+a 
= eg iY d. NAME OF HOSPITAL OR INSTITUTION (If nat in hospital, give street address) d. STREET ADDRESS @. IS RESIDENCE 
= 33h ON A FARM? 
nD fe ae |) | Springfield State Hospital 23 Winter Street yes (] no Gt 
= e/ a3. hae koe First Middle Last 4. Date ‘Manth Doy Year 
areas Erbe or print) Bertha Mae Harris DEATH 8 22 67 
2 fo 3 S$. SEX 6. COLOR OR RACE 7. MARRIED. [ual NEVER MARRIED 8. DATE OF BIRTH cy ee ures ee LYEAR J IFUNDER 24 HRS. 
= > ja) tH De H g 
hp tS female white wiowss oivorceo [| 9/5/19 Mise [eee | ee a 
3 
o 5 & E 10a, USUAL OCCUPATION (Give kind af wark dane 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (Caunty & State, ar fareign cauntry) 12. CITIZEN OF WHAT 
igi 
a e oS during mast af warking lite, even if retired] INDUSTRY COUNTRY ? 
73 9 } 
2 88s none aryland USA 
= ges 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
= 2c8 
Ss o2e John Cleggett Harris Edna Mae Boward 
Sy eS TS. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT ‘Address 
3 25 (Yes, na, orunknown) |(If yes give war or dates af service] x \ 
3 ES no none Springfield Hospital records, Sykesville, e 
2 a2 18. CAUSE OF DEATH (Enter anly ane cause per line for (a), {b), and (¢), INTERVAL BETWEEN 
= Pe 
Ly 3 PART |. DEATH WAS CAUSED BY: a ONSBT AND DEATH 
E 
3s = ; IMMEDIATE CAUSE (0) is f ad 
a = DUE TO 
3 the ‘ 
5 Canditions, if ony, which gave ) 
= 
_ 
eis} 
2 
2 
= 


shauld be fled with the State Dept. af Health priar ta burial, 


Page 4 may be retained by the hospital ar attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attendin 
directar, page 3 shauld be detached far use as the burial-transit 


TO HOSPITAL OR ATTENDING PHYSICIAN 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0) 19. WAS AUTOPSY 
Schizophrenic reaction, chronic undifferentiated type. vs C} No fel 
70a, ACCIDENT WAS UNDERLYING CI 205. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port Il of item 18) 


OR CONTRIBUTING CI CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Manth, Doy, Yeor 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Hame, farm, 20f. (City ar town) (County) (Stote) 
Haur a.m. While Not While foctory, street, office bldg., etc.) 
p.m. 9 atwork C] otwork C] 
21. U certify that Gf. (this renee ee the deceased fram, O/71/s)_, 19___, ta B/22/ _, 19.67, that (we) last 


saw the deceased alive an 2 1967__, and that death accurred at 122502 (HN causes and an the date stated abave. 
Zo. SIGNATURE 


= 
2 
= 
s 
= 
& 
oS 
= 
= 
3 
= 


' ATTENDING MED. STAFF 
f brat) p y Lrra mo. pars (1 pirector 0 pats. 


22d. ADDRESS 


‘2. PHYSICIAN'S: 
nawe(Tye) Renato Re Espina, M. D. 


Zio, URAL CREMATION, “TZ. DAT THEREOY 2c. NAME OF CEMETERY OR CREMATORY Tad. LOCATION (City or Town) (County) (State) 
Vo eo L/ ars Rose Hill Cemete Hagerstown Washington Md 
RIOR, [ADDRESS Ba. Geer b6 5b. BEGITRAR'S SIGHATURE, 
e oat j “dG @ 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


PGS 
WNOLS CERTIFICATE OF DEATH 1U568 
seas GREE Fiat os 
S BS 7. PLACE OF DEATH 7, USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 
3 @ 0. COUNTY o. STATE b. COUNTY 
s 24 CARROLL MARYLAND 
Ss oss B. CITY OR TOWN (If outside corporote limits, © LENGTH OF STAY IN Ib |] c GH OR TOWN (If outside corporote limits, write RURAL ond give neorest town) 
2 ore write RURAL ond ine neorest town) 38 TS 8 da 
g 383 SYKESVILIE ¥: ALBERTON, MARYLAND 
= cys @. NAME OF HOSPITAL OR INSTITUTION (If nat in hospitol, give street oddress STREET ADDRESS . 1 RESIDENCE 
= ae { ales ON A FARM? 
2° )9.| SPRINGFIELD STATE HOSPTIAL ie Claas 
as 3. NAME OF First Middle Tost «DATE Month Doy _Yeor 
ey $e ae LUTHER NMN HIGGS DEATH 8 9 7 
24 mS © COLOR OR RACE | 7, MARRIED NEVER MARRIED B. DATE OF BIRTH 9, AGE {In years  [IFUNDER 1 YEAR | IF UNDER 24 HRS. 
3 2s ‘ o 5 4 /2 / "4 bit Manths | Doys Min. 
4 aL 
g 22 White wioweo [J pivorced [J 4/97 
4 oe 10a, USUAL OCCUPATION (Give kind of work done Tob. KIND OF BUSINESS OR 71 BIRTHPLACE Tan tiorame Oat 12. CITIZEN OF WHAT 
s os during mast of warking lite, even if retired INDUSTRY COUNTRY? 
a0 fe * Mee 
£ Ss one manne Virginia U.S. Ae 
2 i 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
= 5 3 Jacob Higgs Barbara Payner 
« =o A ‘enon US. ARMED FORCES? "7-16 SOCIAL SECURITY NO. 17. INFORMANT ‘Address 
oS SoS ‘es, na, ar unknawn) |(If yes give wor ar dates af service} w F 
2 ee 220~-5))-688))~7 Springfield State Hosp. Records 
5 
és a2 1B. CAUSE OF DEATH (Enter only one couse per line for (0), (b), ond (o).) F INTERVAL BETWEEN 
z i PART |. DEATH WAS CAUSED BY: ONSET AND DEATH 
3 Ee IMMEDIATE CAUSE (0) 
vee 4 DUE TO 


Conditions, if ony, which gove (b) 


After this certificate has been signed by the attending physici 


eee 
s2e 
Be 3 ise to immediat (0) 
so rise fa immediate cause (a), 
2 2 ae stoting the underlying couse DUE TO 
3:5 342 lost. aa (0 
=] Ss — 
sents PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a) 19. WAS AUTOPSY 
es Zee S i ae a. PERFORMED? 
ares = Mental Deficienc ves] No 
25252 = | 200. ACCIDENT WAS UNDERLYING CI 205. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port li af item 18.) 
seers © | OR CONTRIBUTING CI CAUSE OF DEATH 
BSesac f NI 
aesf2 © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
Zi§uvse 3S [20c. TIME OF INJURY Month, Doy, Year 0d. INJURY OCCURRED We. PLACE OF INJURY (Home, form, | 20%. (City or town) (County) (Store) 
Be ice 2 Hour a.m. While Nat While foctory, street, affice bldg., etc.) 
ae = at work at work 
Z>5Bos - - . 
aLeTo 2). | certify that (I) (this haspital) attended the deceased fram P- | 1 = 1927, ta f. 4 —, 1967, that (I) (we) last 
Suoutue P' 
Geese saw the deceased alive an. - 19@7_, and that death accurred atee P.M, fram causes and an the date stated abave. 
FesSst si SONATE 22b,_ DATE SIGNED 
<e0"s op thy ATTENDING MED STAFF f 
Ss ees (O,3 fC 3 MD. PHYS. 11 pirector C1 pais. 8/9/67 
2>o8= Te. PHYSICIAN'S 
ee = ae NAME (Type) =A Jehan tbo be eel IG La 
Souwsxu = = a Eee . 
$ 3% z a 3b. DATE THEREOF Cee OF ce OR CREMATOR * Peng (Gy ar Toye (County) V— fStote) 
[a 
oe Se [7 /}) J 


Bo. R 
DATE 


Mi ue" we 19 f 


Bs 
=> 
a6 


MARYLAND STATE DEPARTMENT OF HEALTH 


> 1 Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 
oy 16863 CERTIFICATE OF DEATH 20868 
$ lege }. PLACE OF DEATH 2 tae RESIDENCE (Where deceosed lived, if Dasha Residence before admission) 
0. COUNTY 0. 
= ese 5 Carroll MARYLAND Maryland 
5 2 33 b. CITY OR TOWN Wa autside corporate pe LENGTH OF STAY IN 1b «. CITY OR TOWN (If autside carparote limits, write RURAL and give nearest town) 
ioe = 2 write RURAL and give nearest tawn) 4 * 
g 328 Geeeva. vie lyr ..3mos .6dys Rural - Finksburg o6-, 
© 2 eee d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street address) d. STREET ADDRESS @. He ES 
oD A ‘yy 
& B32 /2| Springfield State Hospital ves [] no BR] 
ee ee 3. NAME OF First Middle Last 4. DATE Month Doy ‘Year 
2 733 heen ALVERTA ELIZABETH HILL DEATH August v6 
2£{ =e 5. SEX 6. COLOR OR RACE | 7. MARRIED NEVER MARRIED 8. DATE OF BIRTH 9. AGE {In years TFUNDER 74 HRS. 
= € lst birthday) Wace te Min. 
x = Female White wipowed [1] pivorcéd [| 9-19 ss. 
aes Se TES a Toa allan fl 10. KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, or foreign country) 12. cri OF WHAT 
“= os juring mast of working fife, even if retires f 
Se i | Maryland U.S.A 
2 s8seE ousewife : SA. 
i=} 22o me 
a : 14, MOTHER'S MAIDEN NAME 
2 ges 13. FATHER’S NAME 
5 886 Daytm Waltz Julia Wagner Shiple 
oS oeé ~ 
« £ 1S. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO. | 17, INFORMANT ‘Address 
Chee (Yes, na, or unknown) [if yes give war ar dates af service] 
3s BES No Unk. Record Oring eld e_Ho 3 
Se gfie a pi 
2 is a2 18. CAUSE OF DEATH (Enter only one cause per line for (0), (b), ond (¢).) TE A bere 
3, 28: Pt i Ca of Taft B Vetactaes 
oS ‘e' (o] f brea rith a a Months 
£¢2759 } 7 
~eees DUE TO 
“iy oe Fe i . 
3255's dined wreath ®) 
2a ane stoting the underlying couse porn 
3 3£7 last. (9 
3 
= £ i oe =z | PART Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 19. WAS AUTOPSY 
et ige s Schizophrenic reac ion, chronic undifferentiated type ves &] No C] 
5 2 5 : 
22 25 2 : 20a, ACCIDENT WAS UNDERLYING 20b, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Part It of item 18.) 
Sees © | OR CONTRIBUTING C1 CAUSE OF DEATH 
Ses ES © | (IFEITHER, NOTIFY MEDICAL EXAMINER) 
ze oes S [20c. TIME OF INJURY Manth, Day, Year 20d. INJURY OCCURRED He. PLACE OF INJURY (Home, form, ] 20f. (City ar tawn) (County) (Gtatey 
ee2eoo s Howie a While Pada rah foctary, street, affice bldg., etc.) 
aaa $ = atwork L] _otwork ’ 
a2 225 1.1 oat y that 1) (this = ) att ged the in fram_l-~25-66 . 3, 0= =O , 19, that (1) (we) fast 
and <=. 2 zt 
Ge ese saw the deceased alive on__Y~4-O/ 9___, and that death accurred at fam causes ond an the date stated abave. 
@ <3 gas ea ay { 7: 8} Cull MED. STAFF ae: Beliee 
So won = tf) Be ee f ako (1 _pietctor pHs. &] “4-67 
ano Re Te PHYSICIANS "a ADDRESS pring! Teld State Hospita 
Egics NamE(Type) Antonius Glahn, M> Maryland 
= = 
So z ss 0. BURIAL, CREMATION, 23b. DATE THEREOF aoe NAME OF ep} OR-EREMATORY 2d. oye ar asi (County) Grote) 
efo=*) | fiend, |F 4 rll 4. Pe 
a a \ [aa tunkeat orkecroe a Bo. alle BYREG ee “T2567 REGISTRARS, S(GHATURE 
VR AIS (4) ( - Ng a 
Mie ( py oe AUG 8 1967 J 


IN 


al 
id 2 
ath. 


cy 


papers. 


ny event, within 72 hau 


:campletely filled in b' 
ban 


ave car 


ind 
e 


hoy 


Ql se f 


ph 
or remaval, 


then 


-transit permit. 
|, crematian, 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death. 


Page 4 may be retained by the hospital ar attending physician. 

TO FUNERAL DIRECTOR: After this certificate has been signed by the attendin 
directar, page 3 shauld be detached for use as the burial: 
should be filed with the State Dept. af Health priar to burial, 


Bs 
=> 
a 
PS 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


a aha Walt 
10870 CERTIFICATE OF DEATH ane e0 
hs es er DEATH 2. USUAL RESIDENCE (Where deceased lived, if institutian: Residence befare odmission) / 
. COUN . 
a CARROLL aa STATE 1 APYT AND b. COUNTY = 
B. CITY OR TOWN (If autside carparate a 7 LENGTH OF STAY IN Tb © CITY OR TOWN (If autside corporate limits, write RURAL and give nearest tawn) 
i jiye nearest town] 
‘SERES Pitt 8 mo 2.da__||_ BALTIMORE CITY 4 
@. NAME OF HOSPITAL OR INSTITUTION (If nat in hospital, give street address) & STREET ADDRESS BE RESIDENCE 
SPRINGFIELD STATE HOSPITAL 1020 N. Fulton Ave. ves C] no Gt 
3) ee First Middle Lost 4, DATE Month Doy Year 
hcganen EDWARD WILLIAM JOHNSON DEATH 8 9 
6. COLOR OR RACE | 7. MARRIED vi iT) 8. DATE OF BIRTH 9._ AGE (In years 
fe} NEVER MARRIED (_] E ee freteens 
Male Negro wipowed [1] pivorceD (] pv SAP i ray L yes. 


12. CITIZEN OF WHAT 
COUNTRY ? 


USA, 


jer # } 

TL. BIRTHPLACE (County & State, ar foreign cauntry} 
Virginia 

14. MOTHER'S MAIDEN NAME 
Betty Carter 

17, INFORMANT Address 
/Springfield State Hospital Records 


INTERVAL BETWEEN 
ONSET AND DEATH 


10a. USUAL OCCUPATION (Give kind of wark dane 10b. KIND OF BUSINESS OR 
during ye working life, eyen if retired) INDUSTRY 
ruc 


river 
13. FATHER'S NAME 


Benjamin Johnson 


TS. WAS DECEASED EVER IN US. ARMED FORCES? 
(Yes, no, or unknown) |(If yes give war or dotes of service] 
no 


16. SOCIAL SECURITY NO. 


213-011-2389 


18. CAUSE OF DEATH (Enter only one couse per line far {a), (b), and («).) 
PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a} 


/ DUE 10 

Conditions, if ony, which gove }_ Source unknown 

rise ta immediate cause (a}, DUE To 

stoting the underlying couse 

last, ta—Seout (9_ Coronary artery heart disease 

PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 19. WAS AUTOPSY 
CBS assoc. with central nervous system syphilis, meningoencephalitis, | 1s no [] 
20a. ACCIDENT WAS UNDERLYING CI 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Por I or Port Nofitem With psychotic reac 


OR CONTRIBUTING C) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year 20d. INJURY OCCURRED ‘2e. PLACE OF INJURY (Home, farm, 20f. (City ar town) (County) (Stote) 
Hour a.m. While Nat While factary, street, office bldg,, etc.) 
p.m. \9 ot work oO at work oO 


21. I certify that (1) (this haspital) attended the deceased fram__Le/e , 1966 _, ta_8/29 , I9QZ., that (I) (we) last 
saw the deceosed olive on___8/29/ _19_467., ond that death occurred of2P, __M, from couses ond on the dote stoted above. 
Za. SIGNATURE 225._DATE SIGNED 


ATTENDING MED. STAFF 
PHYS. C1 omector C1 pas. 8/29/67 


MEDICAL CERTIFICATION 


Za 


22. PHYSICIAN'S 22d. ADDRESS. 
NAME(IYP2) Hoing H, Klaatsch, M Springfield State Hospital 
23a. BURIAL, CREMATION, Bb. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City or Town} (County) (Stote} 
rat 9/2/6 Mt Calvary Cem. Anne Arundel Co., Mid. 
24. FUMERAL DIRECTOR g z ADDR! 2S0, REC'D BY REGISTRAR 2Sb. REGISTRAR'S SIGNATURE 


oe AUG 3.1 1967  (eHemnfa, nas 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the deoth certificate be executed within 24 hours after deoth. 


Page 4 may be retoined by the hospitol or attending physician. 


MARYLAND STATE DEPARTMENT OF HEALTH 
Divisian af STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


— 


t 4 fs 
10877 CERTIFICATE OF DEATH 16874 
3 g 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 
0, COUNTY 9, STATE b. COUNTY 
S75 Carroll MARYLAND Maryland Carroll 
235 b. CY OR TOWN (if outside corporate limits, © LENGTH OF STAY IN Tb © CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
=Bu write eat ive nearest town) . 
re Rural Westminster Rural Westminster 
FS) 4d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street oddress) a. STREET ADDRESS 0. RESIDENCE 
¢ Route i ves_Bd No C) 
st 3. NAME OF First Middle lost Month Doy Year 
PECEASED) $ OF 
Type or print) Charity eefer DEATH August 2 196) 
5. SEX 6, COLOR OR RACE | 7. MARRIED [~] NEVER MARRIED [7] | B. DATE OF BIRTH 9. AGE a yeors | JFUNDER 1 EAR_| IF UNDER 24 HRS. 
lost birthdoy) [Months Doys | Hours ] Min. 
enale White winoweD [3 vivorceD L]| Varch 879 88 ys. 
100, USUAL OCCUPATION. (Give kind of work done Tob. KIND OF BUSINESS OR 11. BIRTHPLACE (County & Stote, or foreign country) 12. CITIZEN OF WHAT 
during most of working life, even if retired) INDUSTRY COUNTRY? 
Housewife Own ho aneytown, Maryland A 


14. MOTHER'S MAIDEN NAME 


ha sane Harne 


min ie 
TS. WAS DECEASED EVER IN U.S. ARMED FORCES? 16, SOCIAL SECURITY NO. 17. INFORMANT Address 
(Yes, no, or unknown) |(If yes give wor or dotes of service} 
No nO i e 


1B. CAUSE OF DEATH (Enter only one couse per line for (o), (b), ond (x).) INTERVAL 
PART {. DEATH WAS CAUSED BY: ONSET AND DEATH 


] IMMEDIATE CAUSE (0) 2A Kor ups Pepa 


: 4 0 
DUE To 
b | 
Conditions; if ony, which gove » Qrt A prchon pr SA z 80 
tise to immediote couse (0), 


stoting the underlying couse DUE TO 

Rie se @) 

PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o) 19. aa 
ves] xo (Dy 

200. ACCIDENT WAS UNDERLYING C1 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port {I of item 18.) 


OR CONTRIBUTING C1 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Yeor 20d. INJURY OCCURRED ‘Me. PLACE OF INJURY (Home, form, 20f. (City or town) (County) (Stote) 
Hour o.m. While Not While foctory, street, office bldg., etc.) 
p.m. W ot work 1 awok O 


21. | certify that (I) (this haspital) attended the deceased fram_Vua_ep., tye 2 7, 9617, that (1) (we) last 
saw the deceased alive an 19f—_f, and that death M quses and an the date stated abave. 


MEDICAL CERTIFICATION 


occurred at 


AOA — Sh 


220, SIGNATURE ~~, >) 22b. DATE SIGNED 


should be filed with the Stote Dept. of Heolth prior to buri 


ATTENDING MED. STAR 
C2 0.49 Oeuf‘ MD. PHYS. pirecror C) pws, CO] Mriang 19% 
Se ie, PAVSICIAN'S : 7d. ADDRES 
= NAME(Type) BB. Reese Wilkens 15 Kemper Ave., We nste dryland 
5 To. BURIAL CREMATION, | Zab, DATE THEREOF Tic NAME OF CEMETERY OR CREMATORY Td. LOCATION (Gty or Town) (County) ——_(Stote) 
p= 


ral! oliug 24, 1967 Mayberry Cemete Westminster, Car. Nd 


o U hee { g q a wwe roa y . 


35 
= 
2a 
ss 


MARYLAND STATE DEPARTMENT Or HEALING 
DIVISION OF VITAL RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 2120] 


— 


P 
¢ & eg LUB72 
dn 
‘ee CERTIFICATE OF DEATH 
i z=) |. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before ee 
8 85 COUNTY 
~7 i oO. 
5 2-5 Carroll meu || “Maryland Prince George's ~ 
S&S 2 SS B. CITY OR TOWN {If outside corporate limits, LENGTH OF STAY IN Tb © CITY OR TOWN (if autside carporate limits, write RURAL and give nearest town) 
SS write RURAL and give nearest tawn) 
s zo 3 Sykesville yrs.2mos.17 . Rural - Laurel dee 
= & Rew d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street oddress) d. STREET ADDRESS @. Ene 
g 4 7 
‘ef 22S | Springfield State Hospital Rt.2, Bowie Road ves [3d No CJ 
sg Fs 3. NAME OF First Middle Lost | 4 DATE Month Doy Year 
es 4 (Type or print) LAWRENCE FRANK LAMMERS peak AUGUST 18 0 67 
2 zie 5. SEX 6. COLOR OR RACE | 7. MARRIED NEVER MARRIED PX] ] 8. DATE OF BIRTH 9. AGE (In yeors [FUNDER TYEAR_| IF UNDER 24 HRS. 
So §2s lost birthdoy) Min. 
ees ie = Male | White wipoweo [] pivorceo J 8-17-09 58 ys. 
ye Oe 100. USUAL OCCUPATION & kind of work done TOb. KIND OF BUSINESS OR TI. BIRTHPLACE (County & Stote, or foreign country) 12. CITIZEN OF WHAT 
a oa durin bealehets lite, even if retire INDUSTRY COUNTRY ? 
2 SSE Ba bor U.S.A. 
= Ss a e Ma Land 
5 226 f 
2 re TE FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Paty ves 
iS. Seo Henry Lammers Annie Otten 
nt 3 
wae & 1S. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT ‘Address 
et 5 (Yes, na, orunknawn) r yes give wor or dates of service] 5 
EN Beet ink. 215-03-0127 Records, Sprkngfield State Hospital 
@ oss 5 
£ ct 18. CAUSE OF DEATH (Enter only ane cause per line for (a), (b), and (c).) INTERVAL BETWEEN 
~ £58 PART |. DEATH WAS CAUSED BY: SET AND DEATH 
B.cEE sKAUSED Muse o)__Hepatic insufficiency Sea 
ie ot : DUE TO 
£2 ees Conditions, if ony, which gove Advanced c s 
se 55 2 rise ta immediote couse (a), DUE i nced cirrhosis of the liver 
2 ore stoting the underlying couse 
35 3st S lost. a et i (0) 
Se25.8 
S465 PARY ti, OTHER SiG Re oN ais NTRIBUTING TO DEATH ar ELAT THE TERMINAL DISEASE CONDITI oN, GIVEN, IN PART (0), 19. WAS AUTOPSY 
EMS ae 3| "Chronic bra Sndrume associat Wi ord th PERFORM 
ZS Eee & convulsive er, Wi - 
3,5 2°75 5 PSY aetie. reaction ves [_] NO 
oa Sst & | 200. ACCIDENT WAS UNDERLYING (] 0b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
gees & | OR CONTRIBUTING CI CAUSE OF DEATH 
aesel © | (iF EITHER, NOTIFY MEDICAL EXAMINER) 
= “us S SP. qe OF INJURY Month, Doy, Yeor 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, 20f. (City or town) (County) (Stote) 
e2es0 2 Hour“ o.m, wile Not While foctory, street, office bidg., etc.) 
oe sos p.m 19 ctwork L]ctwork Cd . . 
eaten el weet that (I) (this haspital) attended the deceased fram_O=1=-59 Re tg Ga1B-67 — 19__, that (I) (we) las 
a2 gst saw f “eal alive an__O=LO= 19___, and that death accurred at¥*4o_ 25 M4ram causes and an the date stated abave 
Reese a oe ee SA Rate a a ae te 
wins tL pus, ()_irecror C1 pais -18-67 
oe f 5 ‘ : 
ais Oe De TE vd. ADDRES ~Gpringrield State Hospital 
Hoge NAME (Ty 
Seems (yee) Antonius Glahn, Sykesville, Maryland 
Sco of = = 
o3225 239-5 BURIAL, CREMATION, %b. DATE iy 3c. NAME QF CEMETERY OR CREMATOR wn) wnty) (tote) 
zouce Ni eterd y 
oaoh* ie 4 
5 aed ADDRI fit. 250, RECD BY REGISTRAR 5b. REGISTRAR'S SIGNATURE 


naeo\) tea Yd), ect Pembd6 22 198) frHorbsg 


t 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death. 


Page 4 may be retained by the haspital ar attending physician. 


TO FUNERAL DIRECTOR: After this certificate has been si 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


caw, NY 1 9 : 
VI) 10873 CERTIFICATE OF DEATH 16875 
a aos 
= 5 = if re OF DEATH 2. USUAL RESIDENCE {Where deceosed lived, if institution: Residence before odmissiony 
o . IT . . 
ES 0 COUNTY CARROLL weno || ° “MARYLAND b. COUNTMONTGOMERY 
=z S 'b. CITY OR TOWN (If outside corporate limits, c. LENGTH OF STAY IN Ib «. CITY OR TOWN (IF outside corporote limits, write RURAL ond give nearest town) 


Po 
within 72 hours after de 


write RURAL ond give nearest town) 
SYKESVILLE 


2 mo.  days| Wheaton, Maryland 


3 / 
isa d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street oddress) 4. STREET ADDRESS ©. 1 RESIDEN 
5 , ON A FARM? 
Be SPRINGFIELD STATE HOSPITAL 12112 Grandview Avenue yess (] no 
=F. 3. NAME OF First Middle Last 4. DATE Manth Doy Year 
i DECEASED _ OF 8 6 
S34 (Type or print) ROBSON NMN NELSON DEATH 25 oy OF 
Pos 5. SEK 6. COLOR OR RACE] 7. MARRIED OY NEVER MARRIED [—]] 8 DATE OF BIRTH 9. ‘et on La AREY TFUNDER aL 
. YY] Ss joys lin. 
ei £2 Male White | wow [) vivorced 1] 7/13/1885 ain RS ee aes, 
s&e Oo, USUAL OCCUPATION (Give kindof work done T0b. KIND OF BUSINES OR 1). BIRTHPLACE (County & Stote, or foreign country) 12. CITEN OF WHAT 
25 luring most of working lif, even if retire INDU! ? 
SBE BASeSeMapher Newspaper Scotland eSete Natural, 
‘yas 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
aS 8 Peter Nelson Helen Ross WAL ER 
a 
= 2 iy WAS DECEASED ara US. ARMED FORCES? i 16. SOCIAL SECURITY NO. | 17. INFORMANT ‘Address 
a es, NO, OF UNKNOWN, 5 give wor or dotes of service: 
SES ne ye 011-01-9),87-4| SPRINGFIELD STATE HOSP. RECORDS 
3 
= = 18. CAUSE OF DEATH (Enter only one couse per line for {o), (b), ond {c).) INTERVAL BETWEEN 
£ PART |. DEATH WAS CAUSED BY: BBY Ayo DEATH 
= IMMEDIATE CAUSE (0) Bilateral Pneumonia 
2 YROf DUE TO 
z Conditions, if ony, which gove »)_Coranary Artery Insufficiency With Heart Failure] Years 
= tise to immediote couse (0}, DUE TO 
stoting the underlying couse 
lh Oe es @ 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART (0) 19. ne hey: 
! Chronic Brain Syndrome assoc. with senile brain disease with psy. reapbs xo 
200. ACCIDENT WAS UNDERLYING C1 206. DESCRIBE HOW INIURY OCCURRED. (Enter noture of injury in Port 1 or Port Il of item 18.) 


OR CONTRIBUTING CJ CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Yeor 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, 20f. (City or town) {County) (Stote) 
Hour o.m. While Not While foctory, street, office bldg., etc.) 
p.m. 19 otwork L}_ otwork Le) : 


20 certify that (I) (this hospital) attended the deceased from. AY ; 0 Of, 19__, that (I) (we) last 
saw the deceased alive on Bee 19____, ond thot deoth occurred ot LOZ2 9h rom causes and on the date stated above. 


z 
S 
2 
s 
& 
8 
S 
3 
= 


with the State Dept. of Health priar to burial, cremation, 


3 should be detached far use as the burial-transit 


To. SIGNATURE ae 6 Tb, DATESIGNED 
fs a8 ATTENDING MED. STAFF 
2 eet mo. pays. _C)_orecror CI _ pas 8/25/67 
se Ze. PHYSICIAN'S Td, ADDRES. ; 
ae | NAME(Tyee) Suha Ozgun, M. De Springfield State Hospital 
So 
35 TBo. BURIAL, CREMATION, | 230. DATE THEREOF 3c. NAME OF CEMETERY OR CREMATORY Td. LOCATION (Cty or Town} (County) __(Stote) 
22 EMOVAL (Specify 3 3 
so a Auge 29,1967| Bluehill Ceme. Mitton Mana 
Toa 


; 250. REPRE REBSTPAR 1g ERP. POE e day | 
i od Fh DATE Zio > 


» Fae 
aM 


x 
35 


ak 


je 


funeral 
72 hours ee 


pers. Pages 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


POLTS CERTIFICATE OF DEATH 1ORY 
A; PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, if institution: Residence before admission) 


*" “OP a. STATE b. COUNTY 
CARROLL MARYLAND AA Ap CALL Z 
b. CITY OR TOWN (if outside corporate limits, c, LENGTH OF STAY IN 1b || c. CITY OR TOWN [Tif‘outside corporate limits, write RURAL and give nearest town) 


write RURAL and give nearest town) =~ 
WEST LS (Efe THEN VESTIMUMSTER RO 
z d. NAME OF HOSPITAL OR INSTITUTISN (if not In hospital, glve street address) || d. STREET ADDRESS e. pee ae 


JCEF SEH ves] nor 
3. pees First Middle Last 4. BATE Month Day Year 
(Type or print) yes Zu GG! 10. LF. i veath YPU/ Gee 3 19 
5. SEX 6. COLOR O% RACE 77. waneieo [-] NEVER MARRIED[—}] ® DATE OF BIRTH 9, AGE (In years | (FUNDER 1 YEAR| F UNDER 24HRS, 
F. nA ‘2 7 last birthday) sig Sa Days | Hours | Min. 
wivowen f+ —_vvorceo[-] | AWA V9 A P4 yrs. 
10a, USUAL OCCUPATION (Give kind of work done 11. BIRTHPLACE (County & Statefor foreign country) 


10b. KIND OF BUSINESS OR 12. CITIZEN OF WHAT 
DI JUNTRY? 


during most of working life, even If retired) INDUSTRY 
bayse WEE pa CARppll Co. mpl “Sa. 
13. FA "S NAME 14, MOTHER'S MAIDEN NAME 
E HEI SER a 


‘ 
15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address ia“ 
(Yes, no, or unkown) | (If yes give war or dates of service) vA PE REO 
= bY MRS.LEONA E WiHELIA : 
’ 


— 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and 


D INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: 


ONSET AND DEATH 


director, page 3 should be detached for use as the burial-transit permit. Then please remove Zarbon p 
should be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any eventgumighi 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and com, tely filled in by th 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death. 


IMMEDIATE CAUSE (a) £4 As 2 adem eames 
7 DUE TO q 4 oe 
Cenditions, If any, which () Ls ZS j 
gave rise to immediate iE s vat tata ‘ ’ 
cause (a), stating the ~, 
underlying cause last. ©) Wircdeute/ 3 00 
S | PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOTRELATED Tl ERMINAL DISEASE CONDITIONGIVENINPARTi(a) 19. Was “AUTOPSY 
= ————— ee 
“i s yes [[] NO 
= | 20a, ACCIDENT WAS UNDERLYING 206, DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part II of Item 18.) 
& | OR CONTRIBUTING [] CAUSE OF DI 
| (IF EITHER, NOTIFY MEDICAL EXAMINER) 
& | 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e, PLACE OF INJURY (Home, farm,| 20%. (City or town) (County) (State) 
a Hour a.m. While Not While factory, street, officebldg., etc.) 
a 
Ss p.m. 19 at work at work 
21. 1 certify that (I) (this hospj d the deceased fro that (I) (we) last 
3&’ F, and that death occurregé (#f the causes and on the date stated above. 
| 22b. DATE SIGNED a 
ATTENDING MED. STAFF e 
PHYS. ate pinector [} puvs. [1 S-Y-E7 
/ | 22d. ADDRESS 
| \23a. PORTAL, CREMATION.) 23D. DATE THER 3c. NAME OF CEMETERY OR-GREMATORY 2ad. LOCATION (City, town or county) (State) 
Mie oo 
24. RAL DIRECTOR 


(a 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the deoth certificate be executed within 24 hours after deoth. 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


4 o r 
10875 CERTIFICATE OF DEATH 26875 
~ 
Bey 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 
so 0. COUNTY TAT b, COUNTY 
3-5 Carroll MARYLAND Maryland Canol1 
235 B. CY OR TOWN (If outside corporote limits, © LENGTH OF STAY IN Ib © CITY OR TOWN {If outside corporate limits, write RURAL ond give nearest town) 
S~ox write RURAL and give neorest tawn) ” a re te 
So 2— Gis 2 Months Rural-West ster Ah 
as d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street oddress) STREET ADDRESS @. 1 RESIDENCE 
3 3e I ON A FARM? 
Bae Ross D. 5 ves [] no GQ 
>Ee 3 NAME OF First Middle lost 4. Date Month Day ‘Year 
= 3 0 , 
Sse {Type or print) ROY E. PICKETT DEATH August 31 9 67 
Bes 5. SEX & COLOR OR RACE | 7. MARRIED [} NEVER MARRIED [-]| 8. DATE OF BIRTH 9%. ASE fr ma TFUNDER 1 YEAR| IF UNDER 24 HRS. 
SS % " + 7 20 st birthdoy; Min, 
See Male White wivoweo §&] oworto F\ove 15,1889 7 Ys. et 
sfc Oo, USUAL OCCUPATION [Give Kind of work done TOb. KIND OF BUSINESS OR 11. BIRTHPLACE (County & Stote, or foreign country) 12, CITIZEN OF WHAT 
es during most of working life, even if retired) INDUSTRY es ¢ COUNTRY ?, 
S85 armer-Retired Carroll Co., Md. Usd. 
gas 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
S 2 Charles Eugene Pickett Verdie Harn 
“3 1S. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
-— 5 (Yes, no, or unknown) |(If yes give wor or dotes of service] 2 ‘ ee 3 ae 5 a 
Bee No ‘irs. Ruby Logue R.D. 2 Nt. Airy. Md. 
22 18. CAUSE OF DEATH (Enter only one couse per line for (0), (b), ond (c).) INTERVAk BETWEEN 
coe PART 1, DEATH WAS CAUSED BY: ONSEVAND DEATH 
e& "IMMEDIATE CAUSE (0) PZ Ze 
ao (hen DUE 10 V 
Conditions, if ony, which gove (b) > Py; VLA Z a“ 


rise to immediote couse (0), 


: 4 DUE TO ry? 2 
st, @ A SL ttad 4 


PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO-THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o) 19. Was AUTOPSY 
yes] NO BZ) 


After this certificote has been signed by the attending phys 


e 3 should be detached for use as the bur 


z 
Ss 
Elo 
= 200. ACCIDENT WAS UNDERLYING ( ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Ii of item 18.) 
@ | OR CONTRIBUTING LICAUSE OF DEATH 
S | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
S [20c. TIME OF INJURY Month, Doy, Yeor Td. INJURY OCCURRED | 20e, PLACE OF INJURY (Home, form, | 20%. (City or town) (County) (ore) 
2 Hour om, While Nat While foctory, street, office bldg., etc.) 
9 ot work ot work , 2 
1. Leertify that (I) {this hospital) attended the deseased fr NWG22, tof 424 5/7, eZ, that (I) (we) last 


that dedth accurred of, 45M, framAauses and an ‘the date stated abave. 
ATTENDING MED ae 6. DATE SIGNED is 
pays, ACT oecror CO) pays, Oi / yy +4 


a RT ET EST, 
IE OF CEMETERY OR CREMATORY 23d. LOCATION (City or Town) (County) {Stote) 
Carroll Co., Md. 


20. Sea 23b. DATE THEREOF 2c NA 
yb eurtat 19/2/1967 


Ye Mads. B 
YM ITS h 


Page 4 may be retained by the haspital or attending physicion. 


TO FUNERAL DIRECTOR 
shauld be filed with the State Dept. af Heolth prior ta buri 


director, peg 


Taylorsville Cemetery 
74. FUNERAL DIRECTOR ADORESS 50. RECD BY REGISTRAR | _?Sb. REGISTRARS SIGNATURE 


seas) C. Me Waltz Box 241 Sykesville, M oe SED 5 1990 fortng 


x 
85 


i 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death. 
e funeral 


ely filled in by 
on papers. Page: 


i 


E 
Ca 


director, page 3 should be detached for use as the burial-transit permit. Then please remoye 
should be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL OIRECTOR: After this certificate has been signed by the attending physician and co 


1 OR MARYLAND STATE DEPARTMENT OF HEALTH 
aU 1Sf0N OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


+ vy 
5 g/2i,/o7 GERTIFICATE OF DEATH 20876 
1. PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
a. CDUNTY a. STATE M 1 b. COUNTY 
Carroll MARYLAND aryland Baltimore 
b. CITY DR TDWN (if outside coi rpoeate limits, c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (if outslde corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) ) 
Sykesville 2 Yrs 8323 Wyton Road. Balto. Co. 9% J 
d. NAME DF HDSPITAL DR INSTITUTION (if not In hospltal, give street address) || d. STREET ADDRESS e. geo 
Grandview Nursing Home 8323 Wyton Rd. ves] nol 
3. eae First Middle Last ‘| 4. DATE Month Day Year 
(Type or print) Catherine Mary PRINDEZE DEATH 8 17.19 67 
$. SEX 6. COLOR OR RACE | 7, MaRRIED [~] NEVER MARRIED [] | 8 DATE OF BIRTH [> 72]) [9D AGE ir YGars [IF UNDER 1 VEAR (IF UNDER 24 HRS, 
BAY, he es i ioe Months | Days | Hours | Min. 
Female White | wiowe x] DIVORCED {~] 67 / | 
10a, USUAL OCCUPATION (Give kind of workdone| 10b. KIND ae eas OR 11. BIRTHPLACE (County & State, or iis ah 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTR' COUNTRY? 
Housewife home Greece Greece 
13. FATHER’S NAME 14, MOTHER’S MAIDEN NAME 
Nicholas Roussos Mary Roussos 
15. WAS DECEASED EVER INU.S. ARMED FDRCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT ‘Address 
(Yes, no, of unkown) | (If yes vive war or dates of service) 
No 216 01 9812 | Jos. N. Prindeze 8323 Wyton Rd. Balto. Md. 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: * ORE NCADE 
IMMEDIATE CAUSE (a)__ Hypertensive Cardiovascular disease al 
DUE TO 
pone tiem any, witch —__General Arteriosclerosis 10+ yrs.— 
gave rise to Immediate ©) 


cause (a), stating the DUE TO 


underlying cause last. (c) 
PARTI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVENINPART l(a) 119. WAS AUTOPSY 
yes [] NO fe} 
20a, ACCIDENT WAS UNDERLYING aa) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part 1 of Item 18.) 
DR CONTRIBUTING (] CAUSE OF TH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm,/ 20f. (Clty or town) (County) (State) 
Hour am. While Not While factory, street, office bidg., etc.) 
p.m. 19 at work at work 


MEDICAL CERTIFICATION 


21. | certify that (1) (this hospital) attended the deceased fro! a! 79____, that (1) (we) last 
saw the deceased alive 19___, and that death occurred afl: 54 fom the causes and on the date stated above. 


22a. SIGNATURE 22b. DATE SIGNED 
ATTENDING - MED. STAFF 
. mo. Pays. (_]_pirector Gel Puys. [1] 


22c. PHYSICIAN'S 22d. ADDRESS 21 784 
NAME (Typ: 
| Wm, H. Lawson, Jrs, M.D. Caer ASST Te 
23a. BURIAL, CReMaTGn 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
puri | 8-19-67 Most Holy Redeemer | Balto. "olor 


24, FUNERAL DIRECTDR ADDRESS 25a. REC'D BY. ai) Sb. 
Wm.E, Johnson 8521 Loch Raven Blvd, Balto. ua org AUG 2 uf Fie te 
Sheed 


— 


2 


£ € 
5 S 
2 3 
3 
Aes 
= 
3 
ae 
-~ 
<5 
6 
v= 
= 9 
aR 9 
= 
Shiny 
[to 


|, and in ony eyén 


Then please remove cq 


, cremation, of removo! 


igned by the attending physicion and completely filled in a th Bal / 
-tronsit permit. 


The law requires that the death certificote be executed within 24 hours aft, 


Page 4 may be retoined by the hospital or ottending physicion. 


he Stote Dept. of Health priar to burial 


e 3 shauld be detoched for use os the burial. 


should be fied with t 


ie 


TO FUNERAL DIRECTOR: After this certificate has been si 
director, pa 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


VRA As (4 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF VITAL RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


19870 744 ,f0 CERTIFICATE OF DEATH 10877 
1. PLAGE OF DEATH BN are Ye 2. USUAL RESIDENCE (Where deceased lived, if institutian: Residence before odmission 
Lp. Chik o STATE Maryland eae — 

nou tla TT AA CLUE é MARYLAND TY: 

GR JOWN (If autside 9 prose | limits, c. LENGTH OF STAY IN Ib c. CTY OR TOWN (If autside carparate limits, write RURAL and give nearest tawn) 

P ty a, ‘ond g ives ng CaM -) all imore , 

{ 20-4 
ih ~ sont a ne i T SRE ADDIE 25 Arabia A ON FAR? 
LU, hea 525 Arabia Ave. ves [] no KK] 


[3 NAME OF 


nsf LA 
First Middle «DATE Dp Year 

DECEASE y 

(Type - VA, ‘D>, r Mae Hhett iia | s DEATH : Va 9 x 


S. SEX 6. CDLDR DR RACE 7, MARRIED [—] NEVER MARRIED oO 8. oan OF BIRTH 9. AGE (In hy IF ae VYEAR | IF UNDER 24 HRS. 
i Monti De Ke |. 
Female White WtoDWED vivorceo C]\June 7, 1875. sa Malai a 
10, USUAL eet Give Kind af bit dane 10b. KIND DF BUSINESS DR 11. BIRTHPLACE (County & State, ar fareign cguntry) 12 ea oF WHAT 
luring mi warking lite, even if retired} INDUSTRY COUNTRY ? 
eptslaking e eve Maryland USA 
13, FATHER’S NAME a 14, MOTHER'S MAIDEN NAME 
Theodore Stewart Margaret Heath 
te WAS Dee ae ‘N U.S. ARMED bee esca 16. SOCIAL SECURITY ND. 17. INFORMANT Address 
‘es, nggor unknawn) |(If yes give wor or dates of service : . * 
fo 2 218-52-1324 [Mr. J, Clinton Pritchett,lutherville, Md. 


18. CAUSE OF DEATH (Ener enly ane couse per fine for), (8) mete Placa. fe NTA BET 
PART I. DEATH WAS CAUSED BY: AND DIA 
IMMEDIATE CAUSE (a) WAYVAG ith th0 S ea 


7 / DUE TO y, F 
Canditions, if any, which gave a) ss / kict FS - 
tise to immediate couse (0), ot a J 

A . DUE TD Zs Lj 
stating the underlying cause Mi, “ \ Off. 
fost. } Atttbio- *x i (Le 


PART Il. OTHER SIGNIFICANT CDNDITIDNS CDNTRIBUTING TO DEATH BUT NDT RELATED TD THE TERMINAL DISEASE CONDITIDN GIVEN IN PART 1(a) 19. WAS AUTDPSY 


SI PERFDRMED? 
5 yes [_] ND 
= | 200, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Part Il af item 18.) 
© | OR CONTRIBUTING LI CAUSE DF DEATH 
© | (IF EITHER, NDTIFY MEDICAL EXAMINER) 
S [20c. TIME OF INJURY Month, Day, Year 20d. INJURY OCCURRED 30e. PLACE DF INJURY (Hame, farm, | 20f. (City ar tawn) (County) {State) 
2 Haur’ a.m. While Nat While factary, street, affice bldg., etc.) 
p.m. ot work LI “otwork C1 a a 
21. U certify that (I) (this haspital) attended the deceased trom peace 1A LLP LF, 9 LZ Ahat (I) (we) las 


19 47, andAh Of death accurred at_24 Guses and. an the date stated abave. 
2b- PATE SIGNED, 
ATTENDING MED. STAFF 
MD. PHYS. pa dreme OO ois, Ol Lee / 7 


Bel placebo 


23c. NAME OF CEMETERY DR CREMATDRY 23d._LDCATION (City or Mal (County) (State) 


70, BURIAL CREMATION, | 23b, DATE THEREOF 
PENG Sper) 8/17/67. | Baltimore Cemetery Baltimore 


24. FUNERAL DIRECTDR ADDRESS 2So. REC'D BY. “S| 2Sb. TRAR'S SIGNAT 
Leonard J, Ruck, Inc, Balto.Md, 21214 [nAUG 1 ibe7 feb 


saw the deceased alive an. 
220. SIGNAWRE 


Té PHYSICIAN 
NAME (Type) 


» funeral 
ould 


s 
as 
a 
y 
fs 
5 
3 
& 
x 
a 
c 


D 


s that the death certificate be executed 


permit. Then please remove carbon papers. Mee 


[AN: The law requi 


fal or attending physician. 
cate has been signed by the attending physician and completely 


as the burial-transit 


retained by the hospit 
TOR: After this certifi 


director, page 3 should be detached for use 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, within 72 hours al 


death. Page 4 


TO FUNERAL 


TO HOSPITAL OR ATTENDING PHYSIC 


VR AIS (4) 
15M 7/61 


MARYLAND“) eneGaeeT ne N! OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, uA eapyegne 


10878 - ~ CERTIFICATE OF DEATH 


1. PLACE OF DEATH ips 2. USUAL RESIDENCE (Where deceased bived, H institution: Residence before edmission) 
e. COUNTY C A a. STATE W]) id. b. COUNTY G WU20 


MARYLAND 
b. CITY OR TOWN (if outside his limits, 


¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporate limits, write RURAL end give nearest town) 
nite, iL edd give 
MELEbeB eT Taney Toun Id. R. D. #1/h 


oS 
e. 1S RESIDENCE 


d. NAME OF HOSPITAL a INSTITUTION (if not in hospilel, give sheet address) qd. ooh "ADDRESS 1S, RESIDENCE 
Brook gield Al anon Nursing Home Middleburg /i lanyland ves] nO 
3. NAME OF — st A “Middle a BATE Menth Dey  ~—¥ a 

q on y cor 


DEATH Aug. 70; 19 67 


DECEASED 
(Type or print) Ex 
EX 6. COLOR OR RACE! 7, Led 0, Kf B. DATE OF BIRTH 9. AGE (In years |IF UNDER 1 YEAR| IF UNDER 24 HRS. 
hday) |"Months) Days | Ho Mi 
"Jenale oust] owenew | lay. 17, 7897 | Geet [sony oem | ieee i 


(Op. USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS OR INDUSTRY | II. BIRTHPLACE (County & Siete, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 


during most of wérking life, even if retired) VA 


14. MOTHER'S MAIDEN NAME 


Annie (rickenberger_ 
16. SOCIAL 16-5: NO.| 17, INFORMANT. Address 


272 =6-5 35 » David Rife Same 


|. FATHER’S NAME 


iLlian Brown. 


15. WAS DECEASED EVER IN U.S, ARMED FORCES? 
(Yes, Aig’ unkown) | (IFyes givewerordetesofservice} 


18. GAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] ~] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: , ley = ha ag tee iE. “ ne ae ge aa 


IMMEDIATE CAUSE (e) L aa = |e 


| DUE TO 
ns, if eny, which (b) ‘ E aa |S —, 
te ceuse : i . iy 
(e), steting the underlying ( OVETO 
cause lest. (2) edt 
Zz PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(s)| 19. WAS AUTORSY 
i= 
fe A ’ YES OD No oO 
© | 20s. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Part | or Part Il of item 18.) 
a | OR CONTRIBUTING [] CAUSE OF DEATH 
& | (iF EITHER, NOTIFY MEDICAL EXAMINER) 
< | 20c. TIME OF INJURY Month, Dey, Yeer | 20d, INJURY OCCURRED | 208, PLACE OF INJURY (Home, farm, ° 20f, (Cily or town) ~ (County) (Stete) 
a Hour e.m factory, street, office bldg., etc.) | 
= | 


that (1) 


hospital) attended the deceased from. 
Sol .» @nd that death occured al , from the causes and on the date stated above, 
22b. DATE 


|ATURE . 
in: ATTENDING STAFF SIGNI 
‘es mo. | PHYS. £7 BnecroR DD Pays. Bile ia] 
-phadas 3 P, 22d, ADDRESS = he 
ete | Ot os ta Lit as 


NAME (Type) 
23d. poe ow (City, town or county} ~ (Stete) 


that (I) (H 
saw the deceased alive on. 


23¢. BURIAL, CREMATION, | 23b. DATE THEREOF 23. NAME OF CEMETERY OR CREMATORY 


Bintat™ 6/14/67 Woodlawn (emeter. 
*Peonard Je Ruck Inc. 5305 Hangord Rd, |eAye 1's WEF 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


FOR STATE 10878 MEDICAL EXAMINER’S CERTIFICATE OF DEATH 5879 
HEALTH; +} .) Frpince oF beats 2, USUAL RESIDENCE (Where deceosed lived, if institution: Residence before admission) 
0. COUNTY 0. STATE b. COUNTY 
Carroll MARYLAND Maryland Carroll 
by aly oRTE Te {If outside corparate ‘i c LENGTH OF STAY IN Ib {| _¢. CITY OR TOWN {If outside carparate limits, write RURAL and give nearest tawn): 
vaile nears ‘ : 
Union Bridge RS” 3 years Union Bridge RD 


This certificate shauld be executed within 24 haurs after death. @.., is 


TO DEPUTY 2. EXAMINER 


. Give Pages 1, 2, and 3 ta 


's Office clang with farm PM3. Page 


necessary, please execute the certificate, writing the ward “pending” in pencil in Item 


CNAME OF HOSPIEAL OR INSTITUTION (IF rot in hospital, glve street address) “STREET ADDRESS ° © REDDER 
Horton Boarding Home ves [J No 


e State Department pf 


de Neve OF First © Middle Last 4. ane Manth Day Year 
DECEASED = 
ee or print) E K y, > mea he Zé Wy é 


RACE 7. MARRIED cl NEVER MARRIED [—] | 8. DATE OF BIRTH 


. rie In years ARS. 
White: wie nitty o BAN LEZ- ($37): gg Manths ] Days | Hours | Min. 


Oa. USUAL OCCUPATION (ee kind of wark dane 10b. KIND OF BUSINESS OR 1). BIRTHPLACE (State or fareign cauntry) Te ee WHAT 
? Carroll County, Md. ee | 


during mr yomraae ee pret if retired) INDUSTRY 
13. FATHER'S NAME V4. MOTHER'S MAIDEN NAME 


William Augustus MeClellana Gusta Ellen Strine 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? __ | 16. SOCIAL SECURITY NO. 17. INFORMANT Address 

(Yes, ng, ar unknawn) (" yes giye.war ar dates af service) Mrs. Charles B. Thomas : Linwood, Md. 

/ INTERVAL BEIWEEN 
QNSET AND DEATH 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0) 
po DUE TO 
Conditians, if ony, which gave (b) 
rise ta immediate cause (a), 
stating the underlying couse DUERS 
her ea @ 


PART (I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a) 


18. WAS AUTOPSY 


ais PERFORMED? 
AIS yes [} No 
Ss 
& | 200. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part I! of item 48.) 
a | PRIMARY C] or CONTRIBUTING CI 
| CAUSE OF DEATH. 
3 20c. ‘a OF INJURY Month, Day, Year 20d. INJURY OCCURRED ‘2e. PLACE OF INJURY (Hame, farm, 20f. (City or town) (Caunty) (State) 
2 Hour a.m. While Nat While factory, street, aftice bldg., etc.) 


.m. W cat wark ot work 
21. I certify that | toak chorge of the remoins described obave, held on Autapsy [_], Inspection Inquiry (], 
death resulted fram: Natural causes-f,_}, Accident (_], Suicide ["], Hamicide [_], Undetermined manner (_] 

. CHIEF MEDICAL EXAMINER [_] 
wap. ASSISTANT MEDICAL EXAMINER [_] Sas DETESIGHED 


ond in my apinion 


ACTUAL 
SIGNATURE 


EXAMINER'S 
NAME (Type) 


Ba. egy “a Gee 


2b. DATE THEREOF Bc. NAME OF CEMETERY OR CREMATORY 
8/29/67 Stone Chapel rural Westminster 


24. EUNERAL DIRECTOR ADDRESS 250. REY BYZEGPRAE 


ee  Praygthe ous Whfiniil ZA. . DATE of gr a 


Health ar its designated agent, priar ta burial, crematian, ar remaval, and in ony event within 72 haurs after deat 


the funeral directar. Page 4 shauld be farwarded ta the Chief Medical Examiner 


5 may be retained far yaur files. 
TO FUNERAL DIRECTOR: Page 3 shauld be used as a burial-transit permit. File pages land? w 


Bd. TOCATION (City or Tawn) aunty helt > 


VR AISME (5 
6M 1/66 


F 


The law requires thot the death certificote be executed within 24 hours after death. 


Page 4 may be retained by the hospital or attending physician. 


erol 
ind 2 
death. 


letely filled in By 
jon papers.| P 
vent, within 72h 


e carb 


comp 
e 


fe 


or removal, ond§n 


i 


mit. Then pleos: 


ronsit pert 
remation, 


After this certificate has been signed by the ottending physician 


¢ 3 should be detached for use os the bur 


hould be filed with the State Dept. of Health prior to bur 


director, pot 


= 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


TO FUNERAL DIRECTOR: 


VR AIS (4) 
25M 1/67 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF VITAL RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


Pe 
108580 CERTIFICATE OF DEATH 10880 
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, if ‘ston Residence before odmistion) 
0. COUNTY 0. STATE, b.<QUNY 
. Carroll MARYLAND Maryland altimore Ci ty 
be CITY OR TOWN (If outside corporate limits, ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside carporote limits, write RURAL and give nearest town) 
write RURAL ond give nearest tawn) , 
Rural ~ Sykesville 2yr 2mo 28dal| Baltimore [d+ Uf 
d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street oddress) | d, STREET ADDRESS aS ht 
pringfield State Hospita 1826 Light Street v5 Cy No fd) 
3 NAME OF First Middle Last 4 DATE Month Day ‘Year 
F 
Erp oF ROSE Ce (NMN SAUERS DEATH 8 ee <Y/ 
5. SEX 6. COLOR OR RACE 7. MARRIED. oO NEVER MARRIED. im} 8 DATE OF BIRTH iW he {ls 30 TF UNDER | ae TF UNDER 24 HRS. 
lost birt! Min. 
Feusie ite wioowed [5d oworceo (| 3..217-1898 6S. Fe aye: ee el e 
the USUAL OCCUPATION (cre kind of work done 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & Stote, or foreign country) 12. CITIZEN OF WHAT 
during ee vat life, even if retired) INDUSTRY . COUNTRY ? 
ec Baltimore, Maryland 


14. MOTHER'S MAIDEN NAME 


Minnie Reudiger 

1s. WAS DECEASED EVER INU.S. ARNE FORCES? 16. i} RITY NO. 17. INFORMANT 

(Yes, no, or unknown) |(If yes give MED TORS of service) RS Records, mee nett ‘STE State Hospital 
NO =f 5-86) ] 


1B. CAUSE OF DEATH (Enter only one couse per line for (0), (b), ond (<).} 
PART |. DEATH WAS CAUSED BY: 


INTERVAL BETWEEN 
ONSET AND DEATH 


Sh IMMEDIATE CAUSE (0) Carcinoma of vulva 
/ DUE TO 
Conditions, if ony, which gove (b) 


tise to immediote couse (0), 


stoting the underlying couse DUET 
last. a i] 
= | PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o) pei ae 
Ss Sha = ? 
=| Schizophrenic reaction, paranoid type ves [] NO 
= | 200. ACCIDENT WAS UNDERLYING O 0b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part { or Port Il of item 1B) 
e | OR CONTRIBUTING CY CAUSE OF DEATH 
S | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
S | 20c. TIME OF INJURY Month, Doy, Year 20d. INIURY OCCURRED ‘2e. PLACE OF INJURY (Home, farm, | 20 (City or town) (County) (Stote) 
2 Hour ‘o.m. While Nat While foctory, street, office bldg,, etc.) 
p.m. 19 ot work | of work oO 
21. 1 certify that 48) (this haspital) ke the deceased from__June 3 to Anpust 31, 1967, that #) (we) las 
saw the deceased alive onAugust 19. 67_, and that death accurred oi3eSOAN fram causes and an the date stated abave 


Do. SI ; an 2b. Ps 
tf Gh, = MD. _ PHYS ( dhtcror O pws Gd] August 31, 1967 
vd. a0DRESS Springfield State Ei taL 


Eye) Apustin del Campoy M.D. 
230. BURIAL, CREMATION, Bb. DATE THEREOF | 23c. NAME OF CEMETERY OR CREMATORY ik LOCATION (City or Town) (County) (Stote) 


REMOVAL (Specify) 


Burial 2 67 Cedar Hill [aes As Cow lid. 
24, FUNERAL DIRECTOR ‘ADDRESS @ EP ai wee cab oe ISTRAR, 5 oe TURE 
Me Cully Funeral Home 130 E. Fort «ve 


1 


The law requires that the death certificate be executed within 24 ho 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician ai 


Se ath. 


completely filled in by the funeral 
oyemwarbon papers. Pages 1 and 2 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


1 4 CERTIFICATE OF DEATH LUS8L 


1 FUP peeratt 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 


a. STATE b. COUNTY 
CARROLL. MARYLANO nt KA MD Cc 
b. CITY OR TOWN {if outside corperas limits, c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outSide corpo imits, write RURAL and give nearest town) 


write RURAL and give nearest town) 


ZWEEKS | etry ATER MOS on 
d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRES: e. PT ee 


°|_ WARFIAOSBURC- RoAD SULLIVAN ROAD ves] noi 


3. NAME DE First Middle Last DATE Month Oay Year 
_ 


(type or print) E/NMA RUTH SHET7LZE bean Wie SG wh 


ithin 72 hours after death. 


q 
10a, USUAL OCCUPATION (Give kind of Work done | 105. KIND OF BUSINESS OR Ti. BIRTHPLACE (County & State, of foreign country) | 12. CITIZEN OF WHAT 
durlpg most of working life, even If retired) INDUSTRY ¢ 2 
SE- i FO CH€RolLt Co. Mp, | 4-S-Q. 

13. FATHER’S NAME Zn PLo 14. MOTHER'S MALOEN N 


Von BROWM WINIE ELT BR IDLE 


15. WAS OECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 


(Yes, no, or unkown) | (If yes give war or dates of service) 243 -OB= DEAN Bons, TANELTONWN “4 


— — 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (6), and (c).3 _ ERVAL BETWEEN 


= eo ‘ONSEY AND DEATH 
OE Ey Ble 0 Corndidei(Blen) Pigair~e' (oem ) 


DUE TO id 
Cenditions, If any, which 0) A Lorhatet ~ 
gave rise to Immediate q = B 
cause (a), stating the ( DUE TO Vera ; j ae < hatin ” ¢ 
underlying cause last. Lrthrelg sie 


(co) 


5. SEX 8. COLOR OR RACE |7. MARRIED [-] NEVER MARRIED []| ® OATE OF BIRTH 9. AGE in mae TF UNDER 1 YEAR|IFUNDER 24H 
st irthday) in. 
F. Ww € WIDOWED [Z}- DIVORCED [_]} FEE, 40 SEI a. yrs. re e re A 
OUNTRY’ 


Then please r 


3 PART II. OTHER SIGNIFICANT CONDITIONS CONTRIGUTING TO DEATH BUT NOT RELATEO TO THE TERMINAL OISEASE CONDITION GIVEN IN PART 1(a) |19. ER hay 

a pe eg 

s ves[] No [A 
ss 4 

i | 20a, ACCIDENT WAS UNDERLYING a} 20b. DESCRIBE HOW INJURY OCCURREO. (Enter nature of Injury In Part | or Part U1 of Item 18.) 

f= | OR CONTRIBUTING [} CAUSE OF DEATH 

© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURREO |20e. PLACE OF INJURY (Home, farm,] 20f. (City or town) (County) (State) 

a Hour a.m. While Not White factory, street, office bidg., etc.) 

= p.m. 19 at work at work 


21, | certify that (I) {this hospita)) attended the deceased from. pa ; 199d to_(dz = ey, that (I) (we) last 
saw the deceased alive oa eg 8 EL, and thét‘death occurred atic, from the’causes and on the date stated above. 
22a. ee o/, @ = |‘ DATE SIGNED 

fl © Ne grele mo AAR py Bitoron 1 SAE | Cong 72- € 7 
22c. PHYSICIAN'S 


; | NAME (Type) , fh SE WW Ae Ape Se = Mann Mastpaoncze, for] 


23a. seusne so | 23. DATE THEREOF 23c. NAME OF CEMETERY Oi 23d. LOCATION (City, town or county) oS 

Lvs. tLiRBWT Unltd Chty WET W STE JUD 

24. iC DIRECTOR ADORESS ja. REC'D BY REGISTRAR | 25D. REGISTRARS SIGNATURE = = 
* . - 

vR AIS (4)\ Be AUG z1 0 Charting 

20M 1/65 = d Bi 


2 
53 
Ba 
2 
oo 
S. 
Ss 
ee 
Se 
2 
Bs 
shed 
2 
2= 
= 
3S 
ee 
sa 
82 
a 
ve 
on 
S 
fa 
ne 
ae 
2a 
et 
ne 
3 
22 
a= 
. 2 
28 
22 
3 
£2 
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TO HOSPITAL OR ATTENDING PHYSICIAN: 


\ 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death. 


| ar attending physician. 


Page 4 may be retained by the hasp 


85 


After this certificate has been signed by the attending physician and completel / 


e 3 shauld be detached far use as the bur 


filled in by the funeral 


TO FUNERAL DIRECTOR: 


rs. Pages 
tte; 


Then please remave carbén 
ithin 72 haurs a 


Transit permit. 
, crematian, ar remava 


i 


pa 


shauld be fi 


Po 


director, 


|, and in any event, 


d with the State Dept. of Health priar to buri 


iS 


& 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


1NEKE CERTIFICATE OF DEATH 10882 
1 PIACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 
o. COUNTY 0. STATE b. COUNTY 
Carre! MARYLAND Marylan Carre! 
b. CITY OR TOWN (if outside corporate limits, c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL and give neorest town) 
write RURAL and give,nearest town) O 5 is 
. = ts Westmin sTeEr Me 


d. STREET ADDRESS 


ine, @. 1S RESIDENCE 
174 Willis Strest— Rc 


v\ m ~¢n 
d. NAME OF HOSPITAL OR INSTITUTION {If not in hospitol, give street oddréss) 


@s rol 2) pty e€nera 10 SP 


3. NAME OF First 

Type or print) UGS: fA 
SSX 6. COLOR OR RACE 7. MARRIED [5] NEVER MARRIED [_] 

M W wioowed [) pivorcto CJ 
io, USUAL OCCUPATION Give kindof work done 10b. KIND OF BUSINESS OR 12. CITIZEN OF WHAT 
during most of working lite, even if retired) INDUSTRY a COUNTRY ? 
Law Ver ELF-EMPLOVEP _Thh é 4: 

13) FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

ALEXANDER SH IPLEF LOVTH (YAY GEARY 
iy WAS DECEASED ie te US-ARHED FORCES? | [| 16. SOCAL SECURITY WO. 17. INFORMANT ‘Address SATE 

‘es, No, gr unknown yes give wor or dotes of service My, e if 7 

‘ ite yh 67 20 BIRKS. FER TRUDE 14: SHIFPLE; 


INTERVAL BETWEEN 


18. CAUSE OF DEATH (Enter only one couse per line for (0), (b), ond (c).) SNS ane Ree 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0) 


4IO00O DUE TO . 
Conditions, if ony, which gove (b) ChAT ew Lee Ze) bhatt Deetea 
rise to immediote couse (0), DUE TO 
stoting the underlying couse 
bs ee aa ©) 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o) 19. WAS AUTOPSY 
ves} no [4 


200, ACCIDENT WAS UNDERLYING CI 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Port II of item 18.) 
OR CONTRIBUTING CJ CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year Tod. INJURY OCCURRED | Ze. PLACE OF INJURY (Home, farm, ] 20 (City or town) [County Biota) 
Hour o.m. While Not While foctory, street, office bldg., etc.) 
p.m. 19 otwork LI] otwork CI 


21. 1 certify that (1) (this hospital) attended the deceased fram G- f/f  ,\967,00_g= , 9.47, that (I) (we) lost 
saw the deceased alive on_& 2 C19), and that death accurred at 7.20 AM, fram couses and on the dote stoted obove. 
To. SIGNATUR} “ aa i ae Tb. DATE SIGNED 
Se MD. _ PHYS. © pieccror O pis. OO] 3/27 fe 
Ze. PHYSICIANS Tid, ADDRESS : 
NAME(Typ) JOITA’ S. KARS HEY ~.0 {2 ees font 


SSeS eee 
Bo. cL aaa 2b. DATE THEREOF 23 NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City or Town) (County) (Stote) 
REMOVAL Specify) . i 

DU te E4 Zi OL¢ QIPLLALADMLS Lea LUVEN ATLZPIMNLA C72 € 


24. FUNERAL DIRECTOR ADDRESS 250. REC DAY 1 197 ok GISTRARS ATURE 
fi we p 


Lrtxfrvimnte., Prd \ W629 aa, 


=z 
=] 
s 
= 
& 
oS 
= 
2 
a 
S 
= 


MARYLAND STATE DEPARTMENT OF HEALTH 


eer | Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND aa 
‘ 1AQR3S CERTIFICATE OF DEATH LU8E 
$ 3 T. PLACE OF DEATH 7. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 
3 0. COUNTY 21 o, STATE ‘OUNTY a 
5 \2FA arro MARYLAND owar 
2 3s B. CITY OR TOWN (If outside corporote limits, © LENGTH OF STAY IN Tb || c CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest town) 
wo see write RURAL ond give neorest town) 
eae Sykesville lmos.1édys. Jessup 
eS @. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street address) 4, STREET ADDRESS BREDA 
= ~ i? 
Saige Springfield State Hospi 
22. g spital Dorsey Run Road ves [) no Et 
« #28 es 
Ss Pes 3. NAME OF First Middle Lost 4. DATE Month Doy Year 
aes Mee HELEN LOUIS i 
3g (Type or print) E SKEEL DEATH AUGUST 
5 9 
2 io 5. SEX 6 COLOR OR RACE | 7. MARRIED [7] NEVER MARRIED []] B. DATE OF BIRTH 7 AGE Th aa TFUNDER 1 YEAR 
2 st birthdo 
2 See Female White winoweo Xx —vwvorced [}| 12-1-1882 8 vas 
Big .cse Tbe, USUAL OCCUPATION (Give kindof work done 106. KIND OF BUSINESS OR 11. BIRTHPLACE (County & Stote, or foreign country) TZ. CITIZEN OF WHAT 
SS during most of working life, even if retired) INDUSTRY COUNTRY? 
2 832 urses' Aide i sae 
2 3as 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
= £53 Benjamin Paul Peck Ama Eliza Hul 
5 £8 ar 
b=27 
=< = 2 TS. WAS DECEASED EVER INU.S. ARMED FORCES? ___| 16. SOCIAL SECURITY NO. | 17. INFORMANT ‘Address 
ol hd Ss (Yes, no, or unknown} |(If yes give wor or dotes of service] L 7 
& ge No nk Records, Springfield State Hospital 
2 S a2 18 CAUSE OF DEATH (Enter only one couse per line for (0}, (b}, ond (c).) TE ae 
= ee PART |. DEATH WAS CAUSED BY: 
ise ees IMMEDIATE CAUSE (0) Cardiovascular rena 2 
wees DUE TO 
3 SBS 3 Conditions, if ony, which gove (b} 
Fas 322 Ages ied eousei(), DUE To 
a ° stoting the underlying cou % 
35 82e Ai aoa (g Bronechopneumonia 
r4 faye ~—— 
of 385 fis PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART (0) V9. WAS AUTOPSY 
ES See 3 es 
35 225 = ves §] No [] 
z= gs = = DeAEN SOE NGS a 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | of Port Il of item 1B.) 
seers & | or cONTRIBUT SE OF DEATH 
a Ea Bee © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
ze ose = [apc TIME OF INIURY Month, Doy, Yeor 70d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
aecetso 2 Hour o.m. While Not While foctory, street, office bldg., etc.) 
25 oo a | ot work ot work 
Ses = ; ; 7 
a> 22% 21. V certify that (I) (this hospital) attended the deceased fram_L=26-0/ < Voy to pa2=0 , 19__, that (I) (we) lost 
Fe 2 gBe saw the deceased alive on__O-9=6' 19___, ond that deoth occurred at q: M, ttbin couses ond on the dote stated above. 
eseCze S90. SIGNATURE rr ay 2b. DATE SIGNED 
<3075 = Ue. pe ) ; ATTENDING MED. STAFF 
Secs Dy. -fUtwe ee I (LOA ~n0_ Ane" Odin O fis, 0] 8-9-67 
2S Be Ze. PHYSICIAN'S de lain Na a5 2d, ADDRESS Springfield State Hospital 
Ses -3 | NAME(TyP*) Antonius Glahn¢} ykesville, Maryland 
uw i=] ——=— 
Se = 23 73o, BURIAL CREMATION, 2b. DATE THEREOF Be a) CEMETERY ie 73d. LOCATION (Cty or, Town) (County), (Stote) 
S22 REMOVAL (Speci g f ch o 
seer | Ayfhovalco 17 /2-¢ St fekees Grek Canebel — Cheshie Cons 
re RA c ? 750. RECD BY REGISTRAR 25b. REGISTRARS SIGNATURE 
VR AIS (4 0 ; 
20 m 1/84 a DATE AUG 14 { M9 i - a”) Leeks 


The law requires that the death certificate be executed within 24 haurs after death. | 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


Page 4 may be retained by the hospital ar attending physician. 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


a; Teenify that (1) (this or |) ottended the ot fram, Wet, to A= , 1947, that (I) (we) lost 
saw the deceased alive i at Ma 5 ond that deoth accurred ats 207 M, from causes ond on the dote stoted abave. 


10864 
AUS LUGES 
CERTIFICATE OF DEATH 

Ses iB fiat bi DEATH 2, USUAL RESIDENCE (Where deceased lived, if institutian: Residence befare admissian) 

os 0. COU! a. STATE b. COUNTY 
3-5 CAA WLU Le MARYLAND LARVYLAWVD CAKE Ue QLL. 
s 3s b. cITy Dea W qutside carparate limits, c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If autside carparate | limits, write RURAL and give nearest tawn) 
= Sy wrjte RURAL and give negrest town) 
Se ea gi VES TAY STF R te 
aes d. NAME OF HOSPITAL OR INSTITUTION ip not in hospital, give street > d. STREET ADDRESS, RESIDEN! 
Ee 5.0K BEL OA VE AOL D AAD) gine 
Bee OO ol D YES oity No. D4 
Saez 
Sse 3 NAME OF Fist Middle Last a Date Month Day Year 
= F 2 
SS = ___-|_livpe or print LELTA SUT HL DEATH 4, LST. 96 
Ee z i Oe 6. COLOR OR RACE | 7. az Px Never marrieo (]] 8. DATE oF eiRTH 9. AGE ie Son Lala T oe UNDER ue = 

e joni a , 

EE wioowen [] pivorceo Sy ae) (ge 9 ad Bea: 
52% . USUAL Aut ere tna of us done 10b. Ne Oe usta OR 1. BIRTHPLACE (County & State, or foreign nei 123 nee OF WHAT 

es = | during most of warking lite, even if retire IDUSTR’ OUNTRY? 
S8=E CUS E WIFE Be: = Kese/A IDAHO ee 
‘yas 43. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
ES a 
a8 [Joh AAZEL BAXER ORA____ CHASE 
ey 1S. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address g 
Ee5 (Yes, no, or unknown) |(If yes give wor or dates of service} oe i 3 Mae FY bLZ0L D D 
see 2 — 25 WSBUDWILLMMA A SAUTH WMESTMINSTE Fe, AD 
oce 18. CAUSE OF DEATH (Enter only one cause per fine for (0), (6). ond (¢) INTERVAL BETWEEN 
£3 z PART |. DEATH WAS CAUSED BY: «, CG fo ONSET AND DEATH 
eee IMMEDIATE CAUSE (a) S vu Se 
fees al 
=a ie DUE TO 
22.2 Canditians, if any, which gove (b) che Ca Von te 
P35 rise ta immediate cause (a), 
aate stoting the underlying couse puss 
2. last, (9 
B38 
(a 8 a ae | PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a} ie Was TE 
Zee OF fre Pa iluge 
sis. ods Cpa “uve ves] no fy] 
25 = © | 200. ACCIDENT WAS UND! RLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | or Part II of item 18.) 
= a &¢ | OR CONTRIBUTING CJ CAUSE OF DEATH 
s 2a © | (IFEITHER, NOTIFY MEDICAL EXAMINER) 
2s o S P90. TIME OF INJURY Manth, Day, Year 20d. INJURY OCCURRED ‘20e. PLACE OF INJURY (Hame, farm, 20f. (City ar town) (County) (Stote)} 
£590 = Hour a.m. While Nat wile factory, street, office bldg,, ete.) 
sole at work L] at work 

os 
£05 
<= 9 

a = 

ae 

AB 

oo 


[4 
o 
£ Fie, SIGNATURE, 7b, DATE SIGHED 
id / ATTENDING MED. STAFF 
& 2 MD. PHYS. 2 omrector 1 pas, O 
Soe Te eros 7d. ADDRESS = 
Qe | ype) 
eos 
Ses. [te a CREMATION, Tb. DATE py Tic NAME OF CEMETERY OR CREMATORY Td. = ie i o on (County) (State) 
222 \ quiet) Ave/ A HESTAWSTER CL, ESTER, CANCALL HD 
sia) ace Le OG AGP ES Wt eased 
(4) - 
20m 1/80 Seb ile =, Jae (a Lc LEESTMIMETER LBA om @ 


MARYLAND STATE DEPARTMEN SUsaagpmn H 
fa DIVISION OF VITAL RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


stoting the underlying couse 
lost. aa ae 3) 


on t. pOCERSEN Sore eye 4 CONTRIBUTING OTHE BUT NOT RELATED TO rip TERMINAL Ae CONDITION GIVEN IN PART 1(0) PSY 


49 BeRe 
; 10885 CERTIFICATE OF DEATH 16885 
oe See 
5 ees J, PLACE OF DEATH 2. USUAL RESIDENCE {Where deceosed lived, if institution: Residence before odmissiopy 
3 2conm 0. ‘Caw i Sone Sd. b. COUNTY pga 
oS 3 5 arr od. MARYLAND ylan + + 
= P b. CITY OR TOWN {If outside corporote limits, c. LENGTH OF STAY IN Ib «. CITY OR TOWN (If autside corporate limits, write RURAL and give nearest a 
2 write RURAL and give nearest tawn) 
2 Sykesville : Baltimore j 
= s d. NAME OF HOSPITAL OR INSTITUTION {If not in hospital, give street oddress) d. STREET ADDRESS. @. ee 
= 2 
es S pringfield State Hospita 4700 Edmondson Ave. ves C] No fX) 
= = 3. NAME OF First Middle bast 4. Beir ‘Month Doy Year 
= Type or print) EARL ALBERT STAMBAUGH DEATH AUGUST 15 96 
EA S. SEX 6, COLOR OR RACE 7. MARRIED. 0 NEVER MARRIED o 8. DATE OF BIRTH 9. AGE Bad IF UNDER 1 Ae IF UNDER ee 
2 7 ist birthdoy in. 
ee Male White wioowed [] vivorceo FR) 6-17-O, See vom? Goh ecg 3 
o aS 100. USUAL OCCUPATION Gis kind of work done 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & Stote, or foreign country) 12. CITIZEN OF WHAT 
oe during most geen lite, even if retired) INDUSTRY COUNTRY? 
Bees achine Shop vland p 
2 oa. 13. FATHER’S NAME 14, MOTHER'S MAID N NAME 
e 2s Harvey A. Stambaugh, Sr. Ethel Shelton : 
=") 1S. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. FO! A 
iS Se Yes, no, of unknown) {{If yes give wor or dotes of service! Yor! MS me Gaverich-4700 Bfhiondgon Av 
S$ . 
3s BE Unk. 21-03-7037 _| Records, Springfield State H 
z ee = 18. CAUSE OF DEATH (Enter only one couse per line for (0), {b), ond (¢).) INTERVAL a 
~ #5 PART |. DEATH WAS CAUSED BY: NI 
$0 me Sintowire cause (a) ASPiration Pneumonia DH 
“eas 4X DUE TO 
wis on 
iar Conditions, if ony, which gove (b) 
S52 5 eateo': i 
os rise to immediote couse (0), DUE To 
zi 
é 
2 
co 
ia 


19. WAS AUTO! 
rvous system syphilis, meningoencephalitilc een 


| or attending physicion. 


wi th bsyen orto! Teackt on 
200. ACCIDENT WAS UNDERLYING CI 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING CJ CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


MEDICAL CERTIFICATION 


ie 3 should be detached for use os the buriol 
should be filed with the Stote Dept. of Health prior to buriol, cremotion, or removol, ondin ony event, within 72 


Z 
#2 
iE 
2 
z28 
See 
aes 
ze o 20c. TIME OF INJURY Month, Doy, Yeor 70d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) {Stote) 
pe lour While Coy Nor White foctory, street, office bidg,, etc.) 
PES 9 ctwort Le) over Ed 
TASER 21. \ certify that (I) (this haspital) attended the au: fram=20=)1) a ta G=15=67 _, 19__, that (I) (we) last 
23 Bn eat 730 af 
He & saw the deceased ug on ___.» and that death accurred at 9¥*2U MUrom causes and an the date stated abave. 
Be === a = 
=3 S aay 7 oe ATTENDING MED. STAFF Ce ap 
See bf 1 ft MD. PHYS. C1 oirecror (1 pays, fel] 8-15-67 
2>58= Zc. PHYSICIANS ; ? Ze. ADDRESS “Springfieldstate Hospital 
SES SS ) NaME(Type) Octavio A. Ruiz, Me D. 7) ‘ 
& | 5 Notun Po 
SyzZs 730. BURIAL, CREMATION, 736. DATE THEREOF Tac. NAME OF CEMETERY OR CREMATORY ; 73d. LOCATION (City or Town) (County) (Stote) 
Pt a= £ REMOVAL pact) 8/18/67 Loudon Park Cem, Baltimore, Md. 
- = 7 
24, FUNERAL DIRECIQR ADQRESS 250. RECD BY REGISTRAR 5b. REGISTRARS SIGNATURE 
VB ANS Wi'ttke I. D, - 4101 Edmondson” A'S - 
si 1 oAUG 17 196 _prorle, Jaca 


TO HOSPITAL OR ATTENDING PHYSICIAN 


MARYLAND STATE DEPARTMENT OF HEALTH 


tise to immediote couse (0), 
stoting the underlying couse 
OS ae @ 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o) 19. WAS AUTOPSY 


1 Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 
US 
19886 CERTIFICATE OF DEATH 16886 
Ae > 
3 fazs 1 place OF DEATH 2, USUAL RESIDENCE oe, deceosed lived, if institution: Residence before admission) 
oa | k 0. COUNTY 0. STATE b. COUNTY 
5 ive Carr Ht MARYLAND Marylane Carrell 
5 > b. CITY OR TOWN (If outside corporote limits, c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outéide corporote limits, write RURAL ond give neorest town) 
Ss a write RURAL and give nearest town) 
5 2 2 R Westminster VA 
cad a a. ine OF HOSPITAL OR TETTUTION (If not in hospital, give street oddress) d. STREET ADDRESS. e pe es 
aT ~ 5 — ; \ 
= =) |_Sprin Gell State Aes Fl 7 E. fla Sr ves [] no J 
= 3. NA NAME OF First Middle Lost 4 DATE v2 Doy Year 
= Hf : 7 
E Type or print) ace. - (Nmal Staub DEATH E F 167 
2 e 3 7, MARRIED o NEVER MARRIED 8. DATE OF BIRTH 9. hes ; sritaor) ne wee IF UNDER a 
ost birthdo jonths 5 
Bit ome me Fl ap es | pod mln | 
= 5 2 hes 100. USUAL OCCUPATION Acie kind of work done 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & Stote, or foreign country) 12. CITIZEN OF WHAT 
eo e225 during mpstof working li Sapa KE Ma y) a COUNTRY? 
2 SSE OUSE Ut rylan d ff 
oS Seay. 
ane a] > \3. FATHER'S NAME - 14. MOTHER'S MAIDEN NAME 
= 2.8 Tost Y nN) y 
2 oof E Cro ary ones 
£ & 2 1S. WAS DECEASED EVER IN U.S. ARMED FORCES? q 17. INFORMANT f ae Address 
oe ce 5 (Yes, no, orunknown) |(If yes give wor pr dotes of service! Serngtield Recor 3 Sykesville ancl 
— e5c Rio Ava 
Ne as 18. CAUSE OF DEATH (Enter only one cause per line for (0), (b), ond Ta INTERVAL BETWEEN 
a € PART |. DEATH WAS CAUSED BY: z ONSET AND DEATH 
2Be>ss IMMEDIATE CAUSE (0) EEIS 
eS / 49 DUE TO 
S33 sae a A 
= Se Conditions, if ony, which gove (b) 
eg 
3 
2 
@ 
= 


PERFORMED? 
yes [_] NO ot 


ae 

=} 

S 

= | 200. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 

S | OR CONTRIBUTING CJ CAUSE OF DEATH 

| (IF EITHER, NOTIFY MEDICAL EXAMINER) 

SS [20c TIME OF INJURY Month, Doy, Yeor 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, 20%. (City or town) (County) (Stote) 
2 Hour a Wii 2] Not Wale foctory, street, office bldg., ete.) 

i otwork L] ot work 


After this certificate has been si 


director, page 3 should be detached far use as the bi 


21.4 coil that $4 (this ap es the a from__§@=Z0O._, 19. 67, to_a- 2 , 19.67 that Af (we) lost 


saw the deceosed olive on, 1927, ond that SPacienchl accurred at Y-S5AM, from couses and on the dote stoted obove. 


SIGNATURE ; 7b. DATE SIGNED 
2o. SIG y 7! STAFF 


ee ATTENDING we . P Wey, 
—o ACO. 7g Mops. CO) _pecror OO pas. PN fF - A7-G 


should be fied with the State Dept. af Health priar to buri 


Tc, PHYSICIAN'S 
NAME (Type) “ 


a ee eR, ee a DATE THEREOF ” ic. NAME OF CEMETERY OR haa F] 23d, LOCATION (City or Town),¥ (County) tote) 
ALSpg 
, VLEASAL ARRAL ("pvp L/D 
ADDRESS 250. RECD BY REGISTRAR 2b. ys STRAR'S SIGNATURE 
VR AIS $ 
SiN NDSOR patel) 29 1967 d q ak i a 


Page 4 may be retained by the hospital ar attending physician. 


TO FUNERAL DIRECTOR: 


fe 


hs 


oe 


MARYLAND STATE DEPARTMENT OF HEALTH 


\ 


leath. 


1688 5h OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
i CERTIFICATE OF DEATH 16887 
stitution: Residence before admission) 


1, PLACE DE DEATH 2. USUAL RESIDENCE (Where deceased liver 
cou STA) 


Le ad 
A MARYLAND 
i CITY OR TOWN (if outside cory se town) limits, c. LENGTH OF STAY IN 1b 
town) 


We: RURAL and, MIN ST. neares' 


corporate limi 


YEARS | WESTMINSTER 06 


1 ER 
OF Hi MLN R INSTITUTI a not In hospital, give street address) || d. STREET Sa At @ Lay tase 


oUTE Raul S 10 


Cars 
filled in by the funeral 


Ove carbon papers. Pages 1 and 2 
in 72 hours after death. 


> 


yes] no bg 


>= 

Sst 3 NAME im a Middle Last 4 DATE Month Day ‘Year 
eee (Type or print) ae TALL 2 I~ 17-9 G7 
8 3 ek 6. COLOR fer CL 7, MARRIED (X} NEVER ca DATE [pF BIRTH 9. AGE (In years | FUNDER 1 YEAR|IF UNDER 24 HRS. 
at TE jasbpirthday) Months | Days | Hours | Min. 
SEE WIDOWED DIVORCED 

fos fv] O yrs. | 

cf Oa. USUA CoceUPaTN iv kind Thal 1Db. ie pe es OR s/ BIRTHPLACE Lge... or foreign country) | 12. CITIZEN OF WHAT 

3 ge q & most of work! et feo en If re ve) e OUNTR 

Bas AKL bd Ue. LKE. WN E KLAN D Pages 

ee: 13 PRTHER'S NAME i 4. pri MAIDEN NAME 

oS ia . 

58 IGeee ST4uB aa ee 7 
an Ge aS DEG A ED EVER min ARN DFORCES? | 16. SOCIAL SECURITYNO. TA be MANT ‘Address LD. 
P=] (own; ye: ae jates of service) LEENA ¥. - A 
& NP 2% [1 nies z AVE 7 A L) ) 
s 18. CAUSE OF DEATH [En A a one cause per line #99 (a}, (b), and (C).1 Zt INTERVAL BETWEEN 
a 1 D INSET AND DEATH 
=) PART |. DEATH WAS CAUSED BY: /} J p 4 
= IMMEDIATE CAUSE (a). LAN “A £) ft Mts a Lf) pf et he 

Ke 

2 

bo. 


gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last. 


(c). 
PART I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMI 


4S K DUE TO , Le glisk 
Conditions, If any, which 5 


ERFORMED? 
yes [] no 


MEDICAL CERTIFICATION 


L DISEASP CONDITION GIVEN IN PART 1(a) ms Fa AUTOPSY 


20a, ACCIDENT WAS UNDERLYING GE. 
OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTH. JEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year 
Hour a.m. 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part II of Item 28.) 


20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
factory, street, office bldg., etc.) 

While Not While 

at work) at work C1 


22b. DATE SIGNED 


ATTENDIN MED. STAFF ; 
wh birector (]_PHys. S- ST G7 


rere s7eR MARYLAND 


DATE THEREOF AME OF CEMETERY OR EAB 23d. ye ATION (City, town or county) (State) 


L-/9%b 2. fi bd. 


Y~, 
SHKEGTOR g Vy, 254. oon REGI tWb7 REGISTRAR’S SIGRATUR' 
} 
Thee wa TAF bis, i PTY AUG 2 1 ivb/ phoney juagte 


Page 4 may be retained by the hospital or attending ph’ 


TO FUNERAL DIRECTOR: After this certificate has been si 


RIAL, CREMATION, | oe 
ey WA Rei fy) 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within q hou 


should be filed with the State Dept. of Health prior to burlal, cremation, or removal 


director, page 3 should be detached for use as the burial-transit permit 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


within 72 hours afte 


event, 


10885 CERTIFICATE OF DEATH 16888 
|. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence befare admissian) 
OMT Re LL 5 ee oT mm apyca nd NN Cap AE c ¢ 


b. CITY OR TOWN (If autside corporote = LENGTH OF STAY IN Ib CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest town) 


n and completely filled in by the fy 
semPeMhaye carban papers. Pages 


igned by the attending physic! 
-transit permit. Then pl 


MEDICAL CERTIFICATION 


je 3 shauld be detached far use as the buri 


i 


weite RURAL and give nearest tawn) y e 
KESHLCE & DAYS TAWEY Tow + c 
d. NAME OF » PITAL OR INSTITUTION (IF not in hospital, give street oddress) a, STREET ADDRESS oR RE IDEN ‘ 
3 yi 
KE A VPs Cee pfr7 ves C1 no &] 
23 Kane OF First Middle SY Lost 4. DATE a Doy Year 
EASED 
(Type ar print) GF ‘ber f William OM CSt si fer- DEATH CO 0B 7 
6 COLOR OR RACE 7. MARRIED [_] NEVER MARRIED (_]| 8. DATE O| BRT 9. AGE (G years IF UNDER 24 HRS. 
< Vast irthday) [Months | Days | Hours | Min, 
L WIDOWED pivorced [] S/T SIE o/s. 
100. USUAL OCCUPATION (cue kind af work dane TOb. KIND OF BUSINESS OR nN BIRTHPLACE (County & Stote, or fareign cauntry) 12. CITIZEN OF WHAT 
during mets ee fe, even if retired) INDUSTRY 3 COUNTRY ? 
0! Keysville, Maryland US 7 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Mahlon Stonesifer 
1S. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT <O Address ayy 
(Yes, no, ar unknown) |{If yes give wor or dotes af service oD: : meriohIatk FHAN Et A. 
‘No 217-1 7-248 a ma HAY - OF" Tame yY Ton Mg 


18. CAUSE OF DEATH (Enter anly ane couse per line far {a}, (b), and (c).) ES ee 
PART |. DEATH WAS CAUSED BY: oe oa SET EAT! 
IMMEDIATE CAUSE (0) 
é DUE TO 
Conditians, if ony, which gove (b) 
rise ta immediate cause (0), 
stoting the underlying couse 
Ree Peres is @ 


PART I OTHER SIGNIRCANT FONDITIONS CONTRIBUTING TO DEATH BUT NOT a Ee JHE TERNAL =e pe GIVEN IN PART 10) 19. WAS AUTOPSY 
4 — PERFORMED? 
‘ CAEZ Gad ves) no 4 


‘200. ACCIDENT WAS UNDERLYING C1 
OR CONTRIBUTING C1 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20. Tie OF INJURY Month, Doy, Year 
Hour o.m i 


‘20b. DESCRIBE HOW INJURY st Fe (Enter nature af injury in Part | ar Part II af item 18.) 


20d. INJURY OCCURRED ‘We. PLACE OF INJURY (Home, form, 20f. (City ar tawn) (County) (State) 
While Not While foctory, street, office bldg., ete.) 
ot work | ot work oO 


f_, to_ ge CE’ SZ that Uy (we) tos 
LJ1M, from causes ond on the date stated abave 


saw the deceosed alive on 


Tio, SIGNATURE a) ; 0 7b,_DATE SIGNED 
ATTENDING MED. STAFF ‘ 
ar fer ven 41_MD._ PWS. bec O ome O] & (2:67 


Tie. PHYSICIAN'S BOOS ALAA the VE. LO , 


NAME (Type) 


730. BURIAL, CREMATION, 2b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City or Town) (County) (Stote) 


Page 4 may be retained by the haspital or attending physician. 
should be filed with the State Dept. af Health priar to burial, crematian, or remaval, al 


TO FUNERAL DIRECTOR: After this certificate has been si 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death. 
director, pa 


35 


asian Auge13, 1967 |Fairfield Union Cometery irfield, Adams Co. Pa 
Ta, FUNERAL DIRECTOR Beer be Wibe ADDRESS Ia. RECD re id ; REGISTRARS TON URE 
i 4) ) V 


Enniitsburg, M DATE 


MARYLAND STATE DEPARTMENT OF REALIA 


at certify that (%F (this haspita!) attended the <i from_May 23 _, 19_67., to August 7, 167, thatsfl) (we) last 
saw the deceased alive on ( Au, rust 19_67, ond that death occurred ofl PM, fram causes and an the date stated abave. 
: 22b. as) D 


To, SIGNATURE 


ATTENDING MED. STAFF 
MD. PHYS. O_ omector CO pays. C9 


‘Tic, PHYSICIAN'S. 22d. ADDRESS 


| name (type) Othon Tirado, M.D. Springfield State Hospital 


230. BURIAL, aeenew 23b. DATE THEREOF 23. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City or Town) (County) (Stote) 
-MOVAL (Specify) g 
5 y 8/10/67 airview Cemeter Mbntgomery Lycoming Co Pa 
24. FUNERAL DIRECTOR ADDRESS 250. RECD BY REGISTRAR b. REGISTRAR'S SIGNATURE 
ANS (4) a p 
Ff I( UYran NagesLirnr._ 20 A \om AUG 10 1957 


director, poge 3 should be detached for use as the burial 
should be filed with the State Dept. of Health prior to buri 
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] Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 
7 wy 
CY) 1888s CERTIFICATE OF DEATH 16889 

$ ez 3 |. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) J 
S 253 0, COUNTY Carroll 0. STATE b. COUNTY 
s 255 MARYLAND Maryland Washington Co 
= as b. CITY OR TOWN {If outside corporate limits, c. LENGTH OF STAY IN Tb « CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 
eS ae write RURAL ond give nearest tawn) 2 H + ‘y 
§ -e8 esville MOS agerstown, Maryland D 
= a3 es 4 d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street oddress} d. STREET ADDRESS 8. nee Heats 
= : * * ? 
& 33 Springfield State Hospital 125 North Avenue ves ] No Gx) 
= 3s 3. Pats First Middle Lost 4, DATE Month Doy Year 

yee + OF 
= 33 (Type or print) Frances, Alice Swartz DEATH August 7 » 67 
a g 3 5. a 6. COLOR OR RACE “| 7, MARRIED [~] NEVER MARRIED [] | 8. DATE OF BIRTH AGE Cran JEUNE YEAR id WoT 

: irthdo 
gS 8é> Female White WIDOWED DIVORCED 1120-8 Soe ele ee ce bees 
Ss 2 Sis = 
2 gfe Vy USUAL ot wpe ee kind of aly done 10b. Ts OR 11. BIRTHPLACE (County & Stote, or foreign a 123 ae ny WHAT 
@s5 juring most o' ire - 

2 888 “Aube wie RUnS Pennsylvania «SeAe 
2 ‘yas 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Pa tS 
ee E 3 John T. Houser Alice A. nelane 
= 6s 2S 1S. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT i Address 
3 qe S eso ecct) (If yes give wor or dotes of service] ‘ Medical Records 
el “<= sh a! Springfield State Hospital 
2 2 2s 18. CAUSE OF DEATH (Enter only one couse per line for (0), (b), ond () RR 

£3 PART |. DEATH WAS CAUSED BY: 
pee IMMEDIATE CAUSE (0) (pete fp bar) MMe 
aiceeeee DUE TO ; 
2s = Conditions, if ony, which gove ()_ #aé Zz recipe tye hide 
sa 2 tise to immediote couse {0}, DUE TO , 
Soe stoting the undeslying couse i 
358 ae er 
= = a3 we | PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART l{o) 19. Was Autopsy 
Got Te a ? 
tees =| Chronic Rrain Syndrome, ass ciated with senile brain diseas b Yes [7] No 

32 © | 200, ACCIDENT WAS UNDERLYING C] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II af item 18) A 

= 52 | OR CONTRIBUTING LI CAUSE OF DEATH psychosis 

s  L(IFEITHER, NOTIFY MEDICAL EXAMINER) 

my S [20c. Time OF INJURY. Month, Doy, Yeor 20d. INJURY OCCURRED ‘2%e. PLACE OF INJURY (Home, farm, 20f. (City or town) (County) (Stote) 

= 3 Hour o.m. While =] Not While foctory, street, office bldg., etc.) 

Ss atwark L]_otwork oO 

= 

4 

t=) 

= 

oS 

a 

= 

i) 

= 

= 

a 

r 3 

= 

= 

i=] 

= 


TO HOSPITAL OR ATTENDING PHYSICIAN 
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MARYLAND STATE DEPARTMENT OF HEALTH 
1 Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


oY 


' 10899 CERTIFICATE OF DEATH 20890 
s |. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 
3 o. COUNTY 0. STATE b. COUNTY 4 i 
= Carroll MARYLAND Maryland Washington ‘Co. 
5 B.C OR TOWN (fF oulide corporate ah © LENGTH OF STAY IN Tb © CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest town) 
=A writ ond give peorest town 
5 ésvitie 1 year Hagerstown, Maryland 2 fra’ 
= a. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street oddress) 4, STREET ADDRESS & 8 REDOING 
= y 
ie <s Springfield State Hospital 122 B. Baltimore Street ves [] node} 
= = 5. NAME OF First Middle Lost 4. DATE Month Doy ‘Year 
= DECEASED * . 
= $e (type or print) Vira Elizabeth Taylor DEATH August 10 96) 
£ 8 SSK OF 6. COLOR OR RACE 7, MARRIED [_] NEVER MARRIED [_]| 8. DATE OF BIRTH 9. Ge roy 
a > 10f 101 
Sabor White WIDOWED fy} oworco FJ} 11-15-88 a het 
nS ae To, USUAL OCCUPATION (Give kind of work done T0b. KIND OF BUSINESS OR TI. BIRTHPLACE (County & Stote, or foreign country) 
2 £ : HON | id of Y 
Fs § gz during moras eis retired) I eweato Virginia 
2 gas 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
sat Wee Ge 4 
—£ 682 orge S. Williams Anna Baker 
2 eS 
= 25 1S. WASDECEASED EVER TUS. ARMED FORCES? 16. SOCIAL SECURITY NO. | 17. INFORMANT Medical BecordBicress 
ed 00, servic * * » 
& BES (Yes, no. oggenown) (ifyesgieworordetes of seni} 59h 99.6981 |Springfield State Hospital, Sykesville 
< 
te as 18. CAUSE OF DEATH (Enter only one couse per line for (0), (b), ond (c).) INTERVAL BETWEEN 
- £52 PART |. DEATH WAS CAUSED BY: INSET AND DEATH 
e@esEs IMMEDIATE CAUSE (o} 
aS 4 DUE TO 
£3 2¢8 Conditions, if ony, which gove ary. os: 
ae S55 rise to immediote couse (0), DUE o Coron arterioscler is 
s 4 
Smecans stoting the underlying couse 
2 S£0 lost. (3) 
S2S08 = 
eS s ne PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o) 19. WAS AUTOPSY 
£6 2g<2 | || Chronic, Brain Syndrome, associated with senile brain disease with PEREORMED? 
gs S 
mse rs |(5 psycho exction ” ves od No 
ss gsz i= | 200. ACCIDENT WAS UNDERLYING C1 20. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Post tl of item 18.) 
Secs & | OR CONTRIBUTING CJ CAUSE OF DEATH 
Besse © | (IFEITHER, NOTIFY MEDICAL EXAMINER) 
ze os o S [20 TIME OF INJURY Month, Doy, Yeor ‘20d. INJURY OCCURRED 2e. PLACE OF INJURY (Home, form, 20f. (City or town) (County) (Stote) 
es £390 & Hour o.m. . While oO Ho While foctory, street, office bldg., etc.) 
aes p.m. ot work ot worl 
Z>Bes - - - 5 i z 
a5 2=2°5 21. | certify thot (3 (this hospital) attended the deceosed fromFebruary 81966 to August 10 1@/ | that @ (we) lost 
ae ese saw the deceased alive a 19_67, and that deoth occurred at-7245 2M, from couses and on the date stoted above. 
Reese Do, SIGNATURE 2b. DATE SIGNED 
aes iS ATENDING (MED. cat 8-10-67 
S28os Ht. MD. us DIRECTOR PHYS. 
= Bgis me TNE M. Palacio, M.D. ' Binefield State Hospital 
ie Ss 
Sess / 
Se = 2s 230,, BURIAL, CREMATION, 236. DATE THEREOF 22 NAME OF CFMETERK OR EREMATORY 23d. Poe (City, or Town) (County) (Stote) 
eae REMOVAL (Speci re] ‘ ; , 
ef o=® Bye 9-72-62 | Proi lege. Ceneler esuile . . 
a fh by IERAL DIRECTOR ‘ ‘ADDRESS ), 250. RE AY & TRAY 4 REBSTRARS SIGNABRE 
VR AIS (4) | | ( / Z * ML Bes P 
ome \\) | Mili L0- WL Vp wh., fe. _\ vv f gd 
7 i, ee 
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e 3 should be detached for use os the b 


fled with the Stote Dept. of Heolth prior to burial, cremotion, 


Poge 4 moy be retained by the hospitol or attending physicion. 


TO FUNERAL DIRECTOR: After this certificate hos been si 


director, p 
should be 
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ES 
e>) 
=. 


TO HOSPITAL OR ATTENDING PHYSi 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


*% > * 
19297 CERTIFICATE OF DEATH LUGS 
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, if institution: Residence before odmission) 
o. COUNTY a. STATE b. COUNTY : 
Carroll MARYLAND Md. Carroll 
b. CITY Ga (If outside corporate Es . LENGTH OF STAY IN Ib c. CITY OR TOWN (If autside corparate limits, write RURAL and give nearest tawn) 
writ ai jive nearest tawn) : 
westminster Finksburg a 
a ye OF or a als) {lf nat fl hespital, ai street address) d. STREET ADDRESS © 5 RODEN 
arro o. General Hospt. Rte 1 ves fl No 
as waN gr First Middle Lost 4. DATE Month Doy Year 
OF 
year nt) Leon Re Upperco ora Auge 17, » 67 
5. SEX @. COLOR OR RACE | 7. MARRIED VER MARRIED B DATE OF BIRTH 9. AGE {In years 
he QO ip oon 
Male White winowen BR) oworcd []| Octe 29, 1892 tte 
Oo, USUAL OCCUPATION Es Kind of wark done Tob. KIND. OF BUSINESS OR TI. BIRTHPLACE (County & State, or foreign country) 72, CIZEN OF WRAT 
ing most ‘ng Ii if retired INDUSTRY 
og mos phyagtia even Hf etired) q Balto. Co. UTS. 
13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Jessa J. Upperco ; Belle Richards 
i WAS DECEASED NER NUS AED FORCES? Té, SOCIAL SECURITY NO. 17 INFORMANT ‘Address 
es, mi inknawn' 6 give war ar dates of service —1H— 
“NG | Pe 220-16-1730 | Mrs. Marie Douglas Rt. 1 Finksburg, Md. 
18. CAUSE OF DEATH (Enter only one cause per line for (a), (b), and {¢).) INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH 


IMMEDIATE CAUSE (2) 


A DUE TO AG : 
Conditions, if any, which gave (b) 


tise to immediate cause (0), DUE TO 3 
stating the underlying couse Canc rere Fr 57 3a 
last. ( Z id = 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a) 19. WAS AUTOPSY 


a PERFORMED? 
3 yes] NO [4 
= | 200. ACCIDENT WAS UNDERLYING C] 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part Il of item 1B) 
& | OR CONTRIBUTING Cl CAUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
S [20c. TIME OF INJURY Manth, Day, Year 20d. INJURY OCCURRED 2e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
i Hour a.m. While Nat While factary, street, office bldg., etc.) 
'¢ p.m. 9 atwork L) otwork CJ 
21. 1 certify that (I) (this haspital) attended the deceased fram_@<-5_ / nig , ta , 19C, that (I) (we) last 
saw the deceased alive Ee ee and that death accurred at3 M, fram éatses and an the date stated abave. 
2a. SIGNATU pane 5 aan 72b__DATE SIGNED 
Ss. few . wo. PHC brecroe CO pas, ef; 1/¢ 
Dc. PHYSIC v 22d. ADDRESS 
mine JOHM S. Mans wt pip | Pewter dt lush, 
Bo. BURIAL, CREMATION, a TE ye: Zac, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City ar Town) {County) (State) 
BRHAVA Bpecity) 19/67 St. Paul's Cemetery Arcadia Balto. Coe Md. 


24. FUNERAL DIRECTOR, ADDRESS 25a. RECD BY REGISTRAR 25b. REGISTRARS SIGHATUR' 
Tipton - Eline Funeral Home Hampstead, Md. ome AUG 21 1967 fronts 7% 


tely filled in¢b 
rban 1 


/2 


papers: 
t’ within 72 h@wrs.aftér death. 


& 


ER 


, cremation, or removal, andy 


a 


ician ang « 
least 


-transit permit. Then p 


The law requires that the death certificate be executed within 24 hours after death. 
gned by the attending phys 


Q>d 


After this certificate has been si 


e 3 shauld be detached far use as the burial: 


led with the State Dept. af Health priar to burial 


Page 4 may be retained by the haspital ar attending physician. 
i 


director, pa 
shauld be 


LED 


TO HOSPITAL OR ATTENDING PHYSICIAN 


TO FUNERAL DIRECTOR 


VR ANS (4) 
25M 1/67 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF VITAL RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


10892 CERTIFICATE OF DEATH 1U83R 
|. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 
0. COUNT 0. STATE ‘OUNTY 
tarroll MARYLAND Maryland Balto, City. 
b. CITY OR TOWN (If outside corporate limits, LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside carporate limits, write RURAL ond give neorest town) 
write RURAL and give nearest tawn) ° a] 
kesville 5 mos.lidays Baltimore 34), Ub 
d, NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street oddress) d. STREET ADDRESS 2412Taney Road 8. hy A Lay 
Springfield St. Hosp. ARE ves [jo 
3. NAME OF First Middle Last 4. DATE Month Day Year 
DECEASED | OF 
(lype or print) Milton (NMN) Weisber; bath August, 20. inne 
S. SEX 6. COLOR OR RACE 7, MARRIED NEVER MARRIED 8. DATE OF BIRTH 9. AGE {In yeors IFUNDER 1 YEAR_| IF UNDER 24 HRS. 
last birthday) Months | Doys | Hours | Min 
Male White winoweD porto E]] )~18-13 Wt 
1Do. ssaaaeliae kind of work done ND OF BUSINESS OR 1.8 ay a foun & Stote, or foreign country) 12. CITIZEN OF WHAT 
during most of working lite, even if retired) ae iE Ke COUNTRY ? 
eli ABORER rier, oF wo. | ae Tand A 
14. MOTHER'S MAIDEN NAME 
. { Weisberg Rose Bass 
Is. WAS DECEASED EVE IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. 17, INFORMANT Address 
(Yes, no, orunknown) |{If yes give wor or dotes of service} 
o 212-10-9163| Springfield Hosp. Records. 
18. CAUSE OF DEATH (Enter only one couse per line for (0), (b), ond (c).) INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH 
UL IMMEDIATE CAUSE (a) Acute pulmonary ede ma Ho 
DUE TO 


Conditions, if ony, which gove )_Fibros 


tise to immediote couse (0), 


stoting the underlying couse DUE TO 

last. (9 
ee, Pagy 10 Ul OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT,NOT Re TO, THE TERMINAL DISEASE ES pion GIVEN IN PART (0) 19. WAS AUTOPSY 
é hizophrenic reattton; Chirp nic umi fferentiated type PEREORMED 
5 ves [] NO fg) 
= | 200. ACCIDENT WAS UNDERLYING CI ‘0b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
& | OR CONTRIBUTING C1 CAUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
S [ 2c. TIME OF INJURY Month, Doy, Yeor 2d. INJURY OCCURRED We. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
2 Hour “o.m. While Not wile foctory, street, office bldg, etc.) 

9 otwork L] al work 
2.1 certify that (I) (this hospital) attended the oe from_3=17=6 19: , 10 B28 , 19__, that (I) (we) las 


saw the "UAL a Tt PL , and that death accurred Os) eM, from couses and an the date stoted above 


Zo. SIGNATURE 22b. DATE SIGNED 
ATTENDING ‘MED. STAFF 

Lf MD. PHYS. (2 pirector (0 pays, &) fm2B-67 

Me osplita 


PHYSICIAN'S ie aprss Springfield State 


NAME (Type) tes A. Ruiz, M. Sykesville, Maryland 
230. BURIAL, CREMATION, 2b. DATE THEREOF Ze. NAME OF CEMETERY mi CREMATORY of LOcaTiON ae, or 43 (County) (State) 
R Bois (Specify) Anshe Emus aryl eal 


24. Surat DIRECTOR ADDRESS 250. REC'D BY oak EGISTRAR'S SIGNATHRE 
of Levinson § Bros. Inc., 6010 Redist., Rd. mAUG 30 196 5 oe 


TO DEPUTY 2. EXAMINER: This certificate shauld be executed within 24 haurs after death. If 5 delay is 
necessary, please execute the certificate, writing the ward ‘pending” in pencil in Item 18. Give Pages 1, 2, and 3 ta 


MARYLAND STATE DEPARTMENT OF HEALTH 


] Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 
FOR STATE 10893 MEDICAL EXAMINER’S CERTIFICATE OF DEATH 20833 
HEALTH ~) — [T- PLACE OF DEATH 7 USUAL RESIDENCE (Where deceosed lived, iF institution: Residence before odmission) 
o. COUNTY o. STATE b. COUNTY 
= Carroll MARYLAND Maryland Carroll 
3 B CNY OR TOWN (If outside corporote Tits, {TENTH OF STAY WT [FCT OR TOWN (Foti cmporie Fis, witeRURAT ond ave nes ow) 
= wiite RURAL ond give neorest town) 
= Taneytown 
3 NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street oddress) & STREET pgnertomn B SRT 
a 
5 0b 2 Baltimore ni v6. ‘Cl cl 
WARE OF Fist Middle Tost Es DATE Month 2¢ Year 
i A 
(Iype or print) Ake k bel Ott!» VVELS AAR | van x S vie 
— S. SEX 6 COLOR OR RACE” | 7. MARRIED “[-] NEVER MARRIED [-]] B. OATE OF BIRTH 7 AGE Tn yor ee, TOMO RS 
lost birthdoy) Doys Min 
Female | White winowed [3t oworcto (}] June 15, 189 ys. 
To, SUAL OCCUPATION [ive kind of work dove Tob. KIND OF BUSINESS OR 11. BIRTHPLACE (Stote or foreign country) ~ TZ. CITIZEN OF WHAT 
dusing most of working ie, even if retired) INDUSTRY COUNTRY? 
ousewife Own home Maryland 4 
73. FATHER'S NAME Ta MOTHER'S MAIDEN NAME 
Charles Foreman_ Annie Sen 
TS. WAS DECEASED EVERINU.S. ARMED FORCES? 16 SOCIAL SECURITY NO. | 17. INFORMANT MIR Ey 
(Yes, no, or unknown) |{If yes give wor or dotes of service] 
No 213-01-3167 | Mrs, John R. 
1B, CAUSE OF DEATH (Enter only one couse per ling-for (0), (b}, ond (c).} INTERVAL BETWE! 
PART |. DEATH WAS CAUSED BY: {7 ff +y QUSET ANDJDEA 
f : IMMEDIATE CAUSE (0) Lo mag [HA horikb bog | At) atthe Le 
if / 
1 f DUE TO f es Othe 


Conditions, if ony, which gove oA KALLE CL clings He er! 


rise to immediote couse (0), DUE TO 4 thts EtG a hee 
stoting the underlying couse ais [é 
lost. a ) f Y bf LE 


= | PART I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT ane TT THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o| ee ae 
ZA = ws C] No We 
= | 200. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
& | PRIMARY C1] or CONTRIBUTING CI 
ee CAUSE OF DEATH. 
s 20d. INJURY OCCURRED ‘20e. PLACE OF INJURY (Home, form, 201. (City or town) (County) (Stote) 
= While Not While foctory, street, office bldg, etc.) 
ot work O ot work 


emepns aut abave, held an Autapsy [_], Inspectian [2§, Inquiry [[], and in my apinian 
DAT, / AccidemN{ J, Suicide [7], Homicide [1], Undetermined manner (_] 


() CHIEF MEDICAL EXAMINER [J 
9 / L/ 
SHENATURE Od Lg O27 L/ L LK py yf ASSISTANT meDICaL EXAMINER [_} 22. DATE SIGNED 
™ ¥, 
EXAMINER'S /] DEPUTY MEDICAL ExaMiNER I 
NAME (Type) - Glenn Speigie L FiheKBry 


the funeral directar. Page 4 shauld be forwarded ta the Chief Medical Examiner's Office alang with farm PM3. Page 


5 may be retained far yaur files 
TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. File pages land 2 with thState Department ff 


Health or its designated agent, priar ta burial, cremation, ar remaval, and in any event withi 


YY 
%o. BURIAL CREMATION, 3b. DATE THEREOF @7 | 2c. NAME OF CEMETERY OR CREMATORY 72d- LOCATION (Gy or Town) ‘(County) igre) 
Specify) 
A 96 Reformed Ce anevto and 
74, FUNERAL GRE CORT cry P fp ‘ADDRESS 250, REC D BY REGISTRAR 5 SIGHATURS 
VR AISME (© om : “The 9 198 eis 
6M 1/66 C.0.F & & Son Taneytown, d 


1 


FOR STATE 


HEALTH DE 


2 


TO DEPUTY 2. EXAMINER: This certificate should be executed within 24 hours ofter deoth @... i 


2 


” in pencil in Item 18, Give Poges 1, 2, ond 3 t 
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ief Medicol Examiner's Office olong wit 


the funerol director. Poge 4 should be forwarded to the Chi 


5 moy be retained for your files. 
TO FUNERAL DIRECTOR: Page 3 should be used os a burial-tronsit permit. File poges }ond2 wi 


tea 


ror 


me! 
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port 
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OU: 
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ofter 
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Heolth or its designated ogent, prior to buriol, cremation, or removal, and in any event wi 


“> 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


18894 MEDICAL EXAMINER’S CERTIFICATE OF DEATH ZUES4 


2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 
o. STATE b. COUNTY 
Marylahd Carroll 

¢. CITY OR TOWN (If outside corporate limits, write RURAL ond give neorest town) 


|. PLACE OF DEATH 


o. COUNTY 
Garr oll MARYLAND 


b. CITY OR TOWN {If outside corporate limits, «. LENGTH OF STAY IN Ib 
write RURAL ond give nearest town} 
2 


Sykesville 
d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street oddress) 


-d. STREET ADDRESS @. IS RESIDENCE 
ON _A FARM? 


Springfield State Hospital Route #2 ves (_} No [at 

3 NAME OF First Middle Lost 4. nae Month Doy Year 
3 ol 

Type or print) GERTRUDE VIRGINIA WOODWARD DEATH A l 67 

S. SEX 6. COLOR OR RACE | 7. MARRIED [7] NEVER MARRIED [7}] & DATE OF BIRTH 9 ABE In ee UNDER LVEAR ia UNDER 24 HRS, 
, lost birthdoy} lonths | Doys lours 

Female | White wibOWeD oworced [) [11-24-1888 ¥. a i lea 
100. USUAL OCCUPATION feed of work done 1Ob. KIND OF BUSINESS OR 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT 
during most of working lite, even if retired) INDUSTRY COUNTRY? 
Housewife Maryland 
13. FATHER'S NAME “] 14. MOTHER'S MAIDEN NAME 

John Zepp Ella Virginia Ha 21d 
1S. WAS DECEASED EVER IN U.S. ARMED FORCES? T6. SOCIAL SECURITY NO 17. INFORMANT Address 
(Yes, no, orunknown) |{If yes give wor or dotes of service 

° 216-56-8531 Records pringfield § Hospi 


18. CAUSE OF DEATH (Enter only one couse per line for (a), (GY and-K)) / t More¥l tial | INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: par: 2 ONSET AND DEATH 
IMMEDIATE CAUSE (0) _ Lh ARAL Rpg ie A tC NCAA HL, Z CL OAT 

‘ , 


GOW DUE TO y, p Y 

: 4 OL Sf. 
Conditions, if ony, which gove (b) Kc y tf oes a ih, CoA 
rise to immediote couse {o), i, 
stoting the underlying couse pues // , § “2 “iA 
last. (9 


19. WAS AUTOPSY 


PART II. OTHER SIGNIF INDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMI SEI 
SIGNIFICANT {OI 01 UTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISI PERFORMED? 


CONDITION GIVEN IN PART 1(0) 


Ss 

S yes [-] NO 
i | 200. EXTERNAL CAUSE WAS 20b. DESCRIBE INJURY OCCURRED. fF noture of injury in Port | or Port Il of item 18.) 

& | PRIMARY Ci or CONTRIBUTING fat 

\ | CAUSE OF DEATH. = 

= MO. TInt Or INJURY Month, Day, Yeor 20d. INJURY OCCURRED _ >| 20e. PLACE OF tet {Hone form, 20f. (City or town) ee a 
t=} lour o.m. e While Not While pao foctory, street, office bldg., etc.) arr o. 

a ee Fe ag ee a ee Re Rt. 2, Mt. Airy, Maryland 


21. V certify thot | taak charge of the remains described abave, held an Autopsy [_], Inspection FX], Inquiry [_], and in my opinion 
death resulted from: _ Naturol cousef [/], Accident 4. Suicide [1], Homicide OD. Undetermined monner [_] 
ath 


Cf Pp Yj CHIEE MEDICAL EXAMINER [[] 
SIGNATURE WL eww J) (LEALHL£L Mp, ASSISTANT MEDICAL EXAMINER [_] 22. DATE SIGNED 
EXAMINER'S a DEPUTY MEDICAL_EXAMINER 
NAME (Iype) We Glenn Speicter, M. D. se LS Gif, 


230. BURIAL, CREMATION, 7b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City or Town) (coun), (Stote) 


EMOVAL (Speci ve s w - 
Beg pes) 9/4/1967 _|Mt. OLive Cemetery [Carroll Co.¢ ey fy 
24. FUNERAL DIRECTOR ADDRESS 250. REC'D BY REGISTRAR 2Sb. REGISTRARS SIGNATUR| 


"AMEN CoM. Waltz Box ht Sykesville, May lon SEP 5 167 fClewlsg Loweigte 
oak td J 


TO HOSPITAL OR ATTENDING PHYSI 
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ian and completely filled in by th 


physi 
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car Pag 


ase rema 


le 


nN papers. 


and in an event, within 72 hours after 


at 
p 


th 


gned by the attendin 
je 3 shauld be detached far use as the burial: 


After this certificate has been si 


TO FUNERAL DIRECTOR: 


|-transit 


permit. 
, crematian, or remava: 


directar, ag 


shauld be filed with the State Dept. af Health prior ta burial 


su 


MARYLAND STATE DEPARTMENT OF HEALIA 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


4NRNYS CERTIFICATE OF DEATH 4U895 
T. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmissio 
o. COUNTY o. STATE b. COUNTY —_ 
arro MARYLAND Maryland Baltimore-Gity 
b. CITY es iy outside corporote Ale c. LENGTH OF STAY IN 1b «CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest town) 
jie ang give nearest town] 4 
‘ykssvitte 21 days Baltimore ms 


d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street oddress) d. STREET ADDRESS 8. Gin We 


Springfield State Hospital 163 Thomas St. ves [no Ki] 
3. NAME OF First Middle Lost 4. DATE Month Doy Year 
Tea FRANK (NMN) ZUROMSKI neta AUGUST 9 » 67 


3 SEK © COLOR OR RACE | 7. MARRIED [-] NEVER MARRIED [og] 8. DATE OF BIRTH 5A yeors [EURDERTERET FOES 
: lost DU [) font! Min, 
Male White wioowed [[] pivorco [J] 7-7-1897 6 eh Pea i Mn | 


100. USUAL OCCUPATIO! (Gi kind of work done 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & Stote, or foreign country) 42. CITIZEN OF WHAT 
supe ot working life, even if retired) INDUSTRY ef COUNTRY ? 
orer Maryland oS A. 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Andrew Zuromski Elizabeth Marsk 
1S. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address 
(Yes, no, or unknown) |(If yes give wor or dates of service] 
mKe 213-03-8108-H_ Record pring field e Hosvita- 
18. CAUSE OF DEATH (Enter only one couse per line for (0), (b}, ond (c).) TET EEE 
PART |. DEATH WAS CAUSED BY: A s . : p 
ne IMMEDIATE CAUSE (0) AYteriosclerotic cardiovascular disease eg v2 
CA xX DUE TO 
Conditions, if ony, which gove (b) Luetic aortitis eare? 


rise 10 immediote couse (0), 
stoting the underlying couse DUEIO 5 
pies i a ) General Paresis ears 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0) SAS AOE 
yes [} NO 


= 
Ss 

3 

= | 200. ACCIDENT WAS UNDERLYING O] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Port Il of item 1B) 

& | OR CONTRIBUTING C] CAUSE OF DEATH 

1S | (IFEITHER, NOTIFY MEDICAL EXAMINER) 

3S [20c. TIME OF INJURY Month, Doy, Yeor 20d. INSURY OCCURRED 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
Fes] Hour o.m. while Not While toctory, street, office bldg., etc.) 

= p.m, 9 otwork L) otwork C1 


21. V certify that (I) (this hospital) attended the deceased fram_(-LO-G// Vero! pp G=9=67 _, 19__, that (I) (we) last 
saw the,djeceased alive pig Ane a ime and that death accurred at—~* OM: ‘dm causes and an the date stated abave. 
a. sea 
f hy ¢ Aan dae f 


‘2b. DATE SIGNED 
2c. PHYSICIAN'S 


ATTENDING MED. STAFF 
Kas SONG ey a oe A ae (S| 820-67 
NAME (Type) 


2d. ADDRESS Springfield State Hospital 


Antonius Glahn,&Mj D. 
Bo, Perea 23c._ NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City or Town) (County) Stote) 
EMOVAL (Speri ae 
Beri | F-75-67 | Ne ced am SyKesvif/e Mel: 
J RY jf x é 


